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Literature Review
Psychological Interventions in Adult Acute Inpatient 
Mental Health Settings
Literature Review
December 2010 
Year 1
At the point of admission people become patients \  and will be in a severe 
state of crisis, both personally and mentally.. . .  It is unlikely that at any 
point in their life anyone could feel more vulnerable, and would be more in 
need of high quality and sensitive care. (Sainsbury Centre for Mental
Health, 1998, p. 9)
Abstract
This review aims to examine literature on psychological 
interventions in the adult acute inpatient settings, with a particular focus on 
Cognitive Behavioural Therapy (CBT) groups. It outlines the challenges in 
creating a therapeutic environment on acute psychiatric wards and presents 
CBT groups developed and introduced in various services across the UK. It 
is clear that standard interventions, as available in outpatient settings, cannot 
be applied in the acute units. CBT groups on the wards prove to be popular 
among clients and staff. They are also seen as meaningful by clinical 
psychologists. However, popularity is not considered as the same as clinical 
effectiveness, and so there is a need for more research in this area.
' In the literature, people who use mental health services are referred to as “patients”, 
“clients” or “service users” by different authors. Throughout this paper I will use the term 
“client”.
Declaration of Position
My interest in this particular area is closely related to the 
forthcoming experience of working on the acute inpatient ward as a part of 
my adult placement.
The only encounter with this type of mental health setting that I have 
had up until now left me with a picture of medically dominated world, 
where doctors and nurses appeared to be the only professionals involved in 
client care, and pharmacology seemed to be the main treatment option. 
Because my presence on the psychiatric ward was both specific -  through 
my work as an interpreter -  and infrequent, I accept that my image of acute 
inpatient care must be incomplete. Or at least — I would like to believe so. 
Nonetheless, the experience of coming to the ward left me with questions 
about the possible role and involvement of other professionals, especially 
clinical psychologists, into acute care provision. These questions are even 
more significant now, when I am about to begin my placement on a ward. I 
hope that this literature review will help to increase my awareness of 
possible psychological interventions and will serve as a good starting point 
into my practice in the acute inpatient setting as a trainee clinical 
psychologist.
Introduction
Acute inpatient services are regarded a key element of mental health 
care in the UK, and the National Health Service (NHS) spends the vast
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majority of the adult mental health budget supporting acute psychiatric 
units, which employ the highest number of staff (Department of Health, 
2002). However, despite the fact that such significant resources are being 
directed towards inpatient provision, there is evidence of dissatisfaetion and 
criticism of care delivery (Care Quality Commission [CQC], 2009; 
Department of Health, 2002; Mind, 2004; Sainsbury Centre for Mental 
Health, 1998, 2005).
Findings of the major national research project examining acute 
psyehiatric care, carried out by the Sainsbury Centre for Mental Health 
(SCMH, 1998), reported inpatient units to be unpopular, unsafe, and lacking 
basic amenities and privaey. Nearly half of the participants felt that they did 
not have enough information about their illness or treatments. Almost the 
same proportion of clients was not involved in any type of planned activity. 
Very few individuals had contact with health professionals other than 
doctors and nurses. There was absence of multi-disciplinary care for 
majority of clients on the aeute wards and limited therapeutic input.
These concerns were also acknowledged by the Department of 
Health (DH). The Mental Health Poliey Implementation Guide (DH, 2002) 
highlighted problems voiced by clients, carers and staff. Addressed to all 
involved in acute mental health provision, the document aimed to encourage 
and support necessary changes in the service. Specific recommendations 
were put forward to assure delivery of more effective, safe and therapeutic 
care, build around the needs of clients, their families and carers (DH, 2002). 
Among others, the publication suggested possible improvements to inpatient
11
care arrangements. It recommended prioritisation of multi-disciplinary 
clinical input and availability of evidence-based interventions. In order to 
increase clients’ engagement and create therapeutic environment, it was 
proposed that individualised care should be planned and delivered by a full 
range of mental health professionals and negotiated with clients. The 
document also drew attention to importance of increased clinical 
psychology input -  clinical psychologists should contribute into individual 
and group treatment and care plans, as well as support hospital staff in 
developing and practising necessary skills (DH, 2002).
More recent surveys (CQC, 2009; Mind, 2004; SCMH, 2005) 
provided evidence that the recommendations have still not been met and 
clearly demonstrated the need for improvements in inpatient care delivery. 
The publications indicated that although some clients received treatment and 
support necessary to help their recovery, there was still a significant number 
of individuals (percentages similar to these presented by SCMH in 1998) 
disappointed with their acute care. A report by the CQC (2009) highlighted 
limited access to talking therapies. According to the source, only 29% of 
clients had received talking therapies overall and less than half of those who 
expressed the wish to undertake this type of treatment were offered it. 
Findings of the SCMH research showed that evidence-based interventions, 
such as CBT or family therapy, were not routinely available on most wards, 
and psychological input was only present in less than 25% of sites.
Dissatisfaction with acute inpatient care provision is still apparent 
and calls for more changes. In recent years, the need for psychological
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interventions in acute inpatient settings has been emphasised (Janner, 2006; 
Royal College o f Psychiatrists' Centre for Quality Improvement, 2010; 
SCMH, 2005). However, as opposed to other mental health services, within 
acute psychiatric care, roles of clinical psychologists and delivery of 
psychological interventions are still new, with no tradition to guide them 
(Sambrook, 2009).
Aims
This literature review aims to examine psychological interventions in 
adult acute inpatient wards. The paper will initially outline three levels of 
psychological interventions that can be applied in the acute settings. It will 
then move to comment on specific characteristics of inpatient wards. 
Selected interventions will be then reviewed to inform the reader about 
initiatives that had been already undertaken in a number of inpatient units 
across the UK, and hopefully invite a discussion about possible approaches 
to psychological interventions delivery in the future.
Method
Literature for inclusion in this review was identified through 
computerised search o f relevant databases^ within Athens, hand search of 
publications by the Division of Clinical Psychology of the British 
Psychological Society {Clinical Psychology and Clinical Psychology
PsyclNFO, PsycARTlCLES, Psychology and Behavioral Sciences Collection, MEDLINE
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Forum), and subsequent hand search of the reference lists of these 
publications. The search was limited to the literature published in the UK 
within the last ten years, and utilised the following keywords and their 
eombinations: psychological, intervention, acute inpatient, individual, 
group, and therapy. Only literature on adult acute inpatient settings was 
included in this review.
Levels of Psychological Interventions
As it has already been mentioned, the roles of clinical psychologists 
within acute inpatient settings are still relatively new. McGowan and Hill 
(2009) emphasise that clinical psychologists working in this environment 
offer unique contributions, far broader than psychological therapies 
provision. Nicholson and Carradice (as cited in McGowan & Hill, 2009; 
Kennedy, Smalley, & Harris, 2003) outlined three main levels of 
interventions within acute mental health settings:
1. Direct work with clients, in the form of assessment or individual and 
group therapy.
2. Indirect client work, aimed at enhanced multidisciplinary thinking 
and care, through psychological formulation, consultation or 
supervision.
3. More strategic work within the environment, ineluding team, policy 
and practice development (such as education or reflective practice).
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As yet, at least comparing to other areas of psychological theory and 
practice, there is a limited number of publications on psychological 
interventions within adult acute inpatient wards. Out of the available 
publications, the majority focuses on psychological therapies, and this is the 
level of intervention that I will cover in this review.
Acute Inpatient Settings: A Therapeutic Environment?
Since the closure of the large asylums and shift towards more 
community based treatment approaches, such as community mental health, 
assertive outreach and crisis resolution/home treatment teams, there has 
been a change in acute psychiatric care. At present, local wards aim to 
provide shorter admissions and be less institutionalised (Radcliffe & Smith, 
2010).
The Department of Health (2002) suggested that acute inpatient care 
should be offered to those individuals who cannot receive treatment in the 
community, due to their circumstances or acute eare needs. When admitted 
to hospital, clients are therefore in the most vulnerable stage of their illness, 
presenting with florid and fluctuating (Spector et al., 2009) symptoms of 
aeute psychosis, anxiety, depression, as well as serious self-harm or suicide 
attempts (Kennedy et al, 2003). According to Fagin (2010), more often than 
not, clients are detained under the Mental Health Act either for assessment 
or compulsory treatment and are hospitalised against their will. The author 
also points out that clients’ conditions are frequently affected by substance
misuse.
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Short admissions and pressure on beds result in constant changes in 
the population on the psychiatric wards. Depending on a source, an average 
admission can last from 19 days to two months (Kennedy et al., 2003; 
Radcliffe & Smith, 2010). Therefore, at any given time, the ward population 
will consist of clients in different phases of their admission, depending on 
which, level of emotional distress and impairment of functioning, as well as 
needs and personal resources will vary (Spector et a l, 2009).
Clearly, as authors of the reviewed publications point out, 
characteristic of these inpatient settings, such as acute states, mixed 
diagnoses, increasing number of complex presentations, short and 
unpredictable in duration admission periods, and domination of a medical 
model, pose serious challenges to the creation of a therapeutic environment. 
Traditional psychological therapies may be of limited value in this type of 
setting for a variety of reasons mentioned above. However, as some authors 
argue, these obstacles can be overcome with a use of alternative approaches 
or modifications to traditional interventions.
Group CBT in Adult Acute Inpatient Settings
Direct work with clients on the ward can take a form of either 
individual or group therapy. The brevity of this paper will not allow me to 
review available literature on both therapeutic modes, nor to look at all 
possible approaehes to either of them. For that reason I will only examine 
cognitive behavioural therapy (CBT) group work. There is a variety of 
reasons why I have made such choice. Firstly, there is more literature
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presenting group therapy, as opposed to individual therapy, in the acute 
settings. This disproportion can suggest that this type work is more 
commonly applied on the wards, and therefore the review may be more 
beneficial to my future practice. Secondly, running a group on the ward 
creates an opportunity for co-operation with other members of a 
multidisciplinary team, which I personally value. Thirdly, cognitive 
behavioural therapy is a commonly recommended evidence-based 
intervention for a range of diagnoses. Therefore, I would like to review its 
provision in this specific type of setting.
The Case for CBT on the Wards
Hanna (2009) highlights that the National Institute for Health and 
Clinieal Excellence (NICE) recommends CBT as an evidence-based 
treatment intervention for individuals diagnosed with schizophrenia, bipolar 
disorder, depression, eating disorders, post-traumatic stress disorder, self- 
harm, anxiety, obsessive-compulsive disorder, and personality disorders.
The author advocates for the provision of CBT to clients admitted to 
psychiatric wards, as majority of them meet the diagnostic criteria o f at least 
one of the above mentioned conditions.
CBT Group Work: Advantages and Disadvantages
There are both advantages and disadvantages of group CBT on the 
wards (Hill, Clarke & Wilson 2009; Livingstone & Wykes, 2010; see also 
Fell & Sams, 2004). A group does not provide an opportunity to explore 
idiosyneratic symptoms or past experiences. Hill et al. (2009) also
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emphasise a dilemma between minimising the length of the programmes to 
accommodate short admissions, which in turn may influence the 
effectiveness of group on the one hand, and risk of losing participants before 
the end of therapy on the other hand. However, the advantages seem to 
outweigh disadvantages in this specific type of setting. In relation to 
benefits to a client, gains may include: increased involvement in own 
treatment process through problem solving, universality of experience, peer 
support, constructive feedback, and safe environment to test new behaviours 
(Livingstone & Wykes, 2010). Delivery of group CBT can also have a 
positive impact on staff and promote therapeutic culture on the wards. It 
creates opportunity for joined work between members of a multidiseiplinary 
team, provides a chance for development of skills and knowledge, increases 
awareness about CBT and its benefits within the service. This in turn may 
have a positive effect on future client care (i.e. staff may be more likely to 
refer for therapy).
In my opinion, a careful consideration of all these factors is crucial. 
As in many other situations, one has to balance costs and benefits of each 
approach and make best possible decisions about client care. What I value 
about the delivery of group therapy in the inpatient settings is the fact that a 
wider context is taken into a consideration. This way, if I may refer to 
already mentioned levels of psychological interventions, groups provide not 
only an opportunity for direct therapeutic contact with a larger number of 
clients (level one intervention), but also facilitate joined work, education, 
and possibly (although it has not been explicitly mentioned in the
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publications) supervision and reflective praetice (level two and three 
interventions).
Self-Esteem Programme
Hill et al. (2009) presented a group based self-esteem programme for 
acute inpatients in crisis with low self-esteem and high self-criticism. All 
clients could attend this group, regardless of presenting symptoms and 
reasons for erisis.
The programme is called Making Friends with Yourself, and was 
adapted by Isabel Clarke from the compassionate rhind training (GMT) 
approach (Gilbert & Proctor, 2006, as cited in Hill et al., 2009). Participants 
are encouraged to use their practical skills at looking after others (which 
Clarke assumes they are good at) in order to “make friends with 
themselves” (Hill et al., 2009). The programme comprises of three sessions 
and involves elements of psychoeducation (basics of CBT theory, an idea of 
the inner dialogue), group discussion, and practical elements (working in 
pairs, as well as practise between sessions).
Several of these groups were evaluated (Hill et al., 2009). There was 
a drop-out in number of clients who completed the whole programme (11 
out of 17 who started it). On the outcome measure seven clients improved 
markedly, one remained at stable score, and three scored lower than on the 
first administration. Reported behavioural changes, support given to each 
other, and showed increased approach to using friendly voice were also 
highlighted in the evaluation.
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The authors provide a good description of the sessions, treatment 
rationale and theoretical background. In my opinion this is one of the 
strengths of this piece of literature. I also value the fact that it presents a 
CBT group work based on a theme, and therefore does not exclude clients 
with a specific type of diagnosis from joining a programme.
An apparent weakness of this piece of literature is the lack of a 
systematic evaluation of the programme. Although Hill et al. (2009) 
describe outcomes of the informal evaluation, provided information is too 
general. I accept the fact that a book chapter, unlike ajournai article, may 
not necessarily contain empirical information, therefore I would have 
welcomed at least a reference to a formal evaluation. The fact that only 
informal evaluation had been mentioned, may suggest that no other data had 
been published.
CBT for Psychosis Group Programmes
Another example of CBT inpatient group is What Is Real and What 
Is Not, described by Hill et al. (2009). The programme is offered to those 
clients who are experiencing, or have experienced in the past, hallucinations 
or “recurrent strongly held beliefs, unshared by others (Hill et al., 2009, p. 
168). This closed group therapy runs over four sessions. Teaching and group 
discussions concentrate on normalising of unshared or unusual experiences, 
triggers and coping styles (with a use of arousal graph), role and impact of 
avoidance on unshared experiences, mindfulness, and core CBT concepts. 
Participants are asked to do homework between sessions, which is then 
reviewed in a group. Facilitators provide time at the end of the process for
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feedback, but also offer one-to-one time after each session for clients who 
wish to discuss any issues fi-om the session.
The authors stress the importance of getting the right group dynamic. 
If this is achieved, there is a chance for clients to benefit from the sessions -  
get validation of their experiences or increase willingness to recognise 
importance of more medical treatment (once the idea of vulnerability is 
recognised and accepted).
Again, as in previous example, the clear rationale and description of 
sessions are strengths of this pieee of literature, and lack of evaluation of 
therapy groups is a weakness. Content of sessions is appealing, and while it 
is concise, there are many elements of CBT approaeh that potentially may 
have positive therapy outcomes. I would be interested to know how often 
the groups are run and how many participants attend each session. It ean be 
expected that the continuity is important in this type of work, therefore I am 
curious to know how loss of clients impacts group dynamic, especially 
when the group is initially small, as well as how individuals who miss a 
session, benefit from this short-term therapy. Because facilitators allowed 
for one-to-one individual time after session, I would find it usefial to explore 
if there are any differences between participants who use this time and these 
who do not, or whether clients find group process or additional one-to-one 
contact more helpful.
Hearing Voices group is another programme of CBT for aeute 
inpatients, based on the model developed by Kimberley Ehntholt and Til 
Wykes (Livingstone & Wykes, 2010). Only clients experiencing distressing
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and persistent auditory hallucinations can attend this group. This is again a 
closed group, run over three sessions. The programme, focused on ‘here and 
now’, aims to share and normalise information about psychosis, review 
coping styles, and improve self-esteem.
This group therapy was implemented in a several sites in South 
London as a part of a study looking at improving therapeutic interventions 
for inpatients (Livingstone & Wykes, 2010). It showed evidence of 
improved symptoms at the end of therapy, but there were no differences at 
follow-up. However, the feedback was positive, both from clients and staff.
This example once again illustrates that CBT group therapy on acute 
wards seems to be popular among staff and clients. However, there is still a 
need to research effectiveness of such interventions.
A protocol for this programme is also included in the chapter 
(Livingstone & Wykes, 2010) and therefore available for the reader. The 
outline of this group therapy is very similar to What Is Real and What Is Not 
(Hill et a l, 2009) intervention. As a trainee clinical psychologist, who has 
never co-facilitated a group therapy before, I found this protocol more 
useful, as it provides more detailed description of each session and 
facilitates the process of learning. Similarly, I was pleased to be provided 
with a case example, outlining the therapy process in a different form.
Livingstone and Wykes (2010) gave an account of other programme 
for clients with low self-esteem. The programme is called Self-Esteem and 
Coping with Stigma. Unlike Making Friends with Yourself, this intervention
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can be offered only to clients with a diagnosis of psychosis. It is again a 
three-session intervention. The consecutive groups cover: eoncept and 
experiences of stigma, myths about dangerousness and methods of coping, 
and self-esteem. A protocol for this group intervention is also provided.
As authors report, the programme has not been previously used in 
inpatient settings and therefore there is no data to support its efficacy. It was 
however positively evaluated in outpatient settings. Therefore, arguments in 
favour of and against the implementation of the programme on the wards 
eould be considered.
Stand-Alone Groups
The above reviewed group programmes were designed to be 
delivered over a number of therapy sessions. However, as it has already 
been mentioned, acute inpatient settings are characterised by unpredictable 
admission periods, lasting from days to months. For that reason, clients who 
start the group may not be able to finish the process. Likewise -  newly 
admitted clients can not join the group, if they miss the first session. A 
solution to this problem may be a ‘stand-alone’ group model, developed by 
Yalom (as cited in Tickle, Regan, & Moss-Morris, 2009).
In this review I will include two empirical publications based on this 
approach. Initially I will summarise eaeh of them separately, and then 
provide a joint critical evaluation.
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Fell and Sams (2004) adopted Yalom’s model to set up, run and 
evaluate psycho-educational and cognitive behavioural groups for two acute 
inpatient wards.
A series of three open, stand-alone groups for clients with a mixed 
range of diagnoses, were run over a three-week period initially, and then 
they were repeated on a rolling programme (Fell & Sams, 2004). Three 
topics to form focus of groups were selected in consultation with ward staff. 
Groups were facilitated by a clinical psychologist and a nurse, occupational 
therapist or an assistant psychologist.
Clients were invited to complete a written evaluation at the end of a 
session. They were asked to rate how useful they found a group and how 
they felt after the session. They could also answer three open-ended 
questions to provide more feedback. Analysis was based on completed 
forms from groups conducted over a six-month period. Authors used 
thematic analysis for the written comments, incorporating Yalom’s (as cited 
in Fell & Sams, 2004) factors associated with positive outcome in groups.
Almost all participants (96.5%) reported that they found the group 
helpful, and 75% of them reported to feel better after the session. Guidance, 
catharsis, and universality were the most frequently mentioned themes, self- 
understanding, group cohesiveness and instillation of hope did not emerge 
as strong themes. Additionally, authors noticed that there could be a 
possible relation between specific groups and certain themes.
24
Based on Fell and Sams’ model, another rolling programme of 
single-sex groups for two acute wards was designed, delivered and 
evaluated (Tickle et al, 2009).
The groups were run separately on each ward. Initially programme 
consisted of five one-hour groups (study one). Later another set of six 
groups was added to the rolling programme to accommodate the needs of 
clients diagnosed with psychosis (study two). A multidisciplinary team and 
group facilitators carried out a selection and recruitment for groups.
Study one evaluated four rolling programmes, while study two 
evaluated three. Interviews were conducted individually, using an 
evaluation form. From a pool of 20 words, clients were asked to select and 
endorse those which in their opinion described the group. Then they rated 
the session on a number of items, and had a chance to provide more 
feedback through a series o f open-ended questions.
Study one showed that generally participants found groups ‘usefiiF, 
‘helpful’ and ‘friendly’ (Tickle et al, 2009). On the rating scales men gave 
more positive overall responses than women. Participants’ comments were 
analysed using thematic content analysis and grouped into three primary 
areas. Generally they described group content as helpful with an exception 
for challenging negative automatic thoughts and dealing with emotions, 
which they found more difficult. They valued therapeutic factors, such as 
universality, or cohesiveness. Clients recommended that it would be useful 
to have an opportunity to further practice new skills, and provided feedback 
on group titles.
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Study two also showed gender differences on words endorsement in 
relation to words selection. Analysis of responses to rating scales showed 
that groups were generally found as generally positive, by both men and 
women. As before, thematic content analysis was used, revealing three main 
themes. Participants valued an opportunity to talk, found content of sessions 
applicable to them, informative and interesting, and suggested that there 
should be more groups on wards (Tickle et al., 2009).
In my opinion, it was useful to find a clear and concise overview of 
theory behind ‘stand alone’ groups, as well as examples of general goals for 
such groups. However, I did not find statements explicitly outlining goals 
for the specific groups described in the articles, which makes it difficult to 
draw conclusions as to what extend the initial goals were met.
I welcomed the fact that in both instances group topics were selected 
in consultation with wards staff, and that the members of a multidisciplinary 
team co-delivered the sessions. I would be interested to find out whether 
participants found the sessions equally helpful, regardless of which 
professional co-facilitated the groups in Fell and Sams study (2004).
I did like the idea of designing the programme around an average 
stay on the wards (Fell & Sams, 2004). Potentially it could have given an 
opportunity for a larger number of clients to attend the sessions during their 
admission. However, authors failed to provide information about the ward 
sizes, they also do not comment on the number of clients who did not wish 
to participate in groups. Therefore it is difficult to say whether it had an 
expected effect or not. Tickle et al. (2009) emphasised the fact that a
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significant number of clients were not interested in or unable to attend 
sessions. However, they did not comment on schedule of groups. Based on 
both articles it is difficult to draw conclusions about factors which 
determine whether an individual wants or does not wish to participate in 
group therapy, or implications of such non-attendance. Nonetheless, it 
highlights an area for further examination or research.
Recruitment of clients to both programmes varied. In the first 
instance, there were no extensive exclusion criteria, though Fell and Sams 
(2004) did not mention how participants were selected for groups. In second 
service a two stage process was involved in the process (Tickle et al., 2009). 
I would be interested to know what criteria for selection of clients were 
chosen in this service and to what extend inclusion/exclusion criteria 
impacted on overall evaluation of the groups.
Results of studies conducted by Tickle et al. (2009) showed more 
variability than a study by Fell and Sams (2004). These differences can be 
contributed to a range of factors (e.g. response rate, evaluation method, 
number of participants, group characteristics).
Fell and Sams used a written evaluation in their study and 
highlighted possible drawbacks of such a method. The overall ratings were 
very high, which authors seemed to interpret as a sign of meeting 
participants’ needs (although they did notice that it may have reflected the 
evaluation method). The fact that there was such high percentage of clients 
rating sessions as useful or very useful surprises me, as normally one could 
expect more variability. There was also no information about the factors that
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participants found unhelpful or recommendations for future groups. Either 
clients did not comment on these issues or authors chose not to present 
them. I would be interested to find out more about the evaluation process, 
especially to what extend such factors as: literacy skills, time pressure, time 
for reflection/time to complete evaluation, or limited anonymity affected the 
results, as this could potentially affect interpretation of the results.
Tickle et al. (2009) received more mixed feedback from the 
participants. Generally, they proposed a more comprehensive interpretation 
of the results, as well as recommendations for fiiture practice. I found the 
gender differences especially interesting, as this may have implications for 
future group delivery. However, authors were unable to carry out a 
statistical analysis of such differences. Therefore caution is necessary before 
any conclusions can be drawn, as although the differences are visible, they 
may not be statistically significant. Nonetheless, it highlights an opportunity 
for further research and more carefiil exploration of theory.
There is a difference in a number of participants in studies one and 
two, as well as in a number of participants in groups in study two, on which 
authors do not comment (Tickle et al., 2009). I am curious to know whether 
this could have affected the size of therapy groups and therefore impacted 
on evaluation in any way.
Tickle et al. (2009) noted that individuals, who attended more than 
one session, were counted as new participants for each group they attended. 
Although Fell and Sams (2004) did not mention this issue, it can be 
hypothesised, that this situation also had place in their study. There is then a
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possibility that attendance of more than one session might have affected 
evaluation of groups and therefore the results (i.e. comparison of groups, 
consolidation of learning over time, more opportunities to practice skills), 
which the authors did not pick up.
Both articles confirm that most participants were able to experience 
group therapeutic factors proposed by Yalom (as cited in Fell & Sams,
2004; Tickle et al, 2009). Interestingly, only one factor -  universality -  is 
mentioned as a strong theme in both articles, whereas other factors appear in 
either one or the other paper. It is possible that the differences arise due to 
different approach to thematic analysis. While Fell and Sams (2004) 
incorporated Yalom’s categories to guide exploration of data, Tickle et al. 
(2009) avoided a priori categorisation.
Conclusions
In the recent years need for psychological interventions in the acute 
inpatient wards has been voiced in a number of publications. As presented 
in this review, psychological interventions can take a form of direct or 
indirect work with clients, as well as strategic work within the environment. 
Very often psychological interventions are perceived only in terms of 
psychological therapies. However, this broader definition -  in my opinion -  
proves to be more meaningful especially in acute inpatient settings. 
Naturally, because of the brevity o f this paper I was not able to examine all 
types of psychological interventions, and I have focused on CBT group 
therapy.
29
I was surprised by the small number of publications presenting 
psychological interventions in the acute inpatient services. Literature search 
identifies only a limited number of articles and two very recently published 
books. Available publications present local initiatives across the UK, 
therefore it is difficult to draw any general conclusions about CBT 
interventions. Inevitably, this has influenced the content of my review.
In summary, it is apparent to me, that unlike in outpatient settings, 
there are no clear guidelines as to how CBT (and probably many other 
forms of psychotherapy) should be delivered in acute inpatient services.
The specific nature of acute environment (e.g. short and 
unpredictable admissions periods, acute symptoms, mixed diagnoses) poses 
obvious challenges to delivery of standard forms of therapy. As this review 
showed, clinical psychologists across the UK develop new programmes 
based on a long-term CBT for outpatients. These programmes concentrate 
on ‘here and now’, introduce basic CBT concepts, teach basic skills and 
promote such experiences as universality, cohesiveness, and hope.
CBT groups can be either homogenous or heterogeneous (in terms of 
diagnoses or gender), offered as a stand-alone group or a short series of 
sessions. As of yet, we don’t know if one form is more effective than the 
other.
CBT on wards seems to be popular among clients and staff. It is also 
perceived as meaningful by practitioners. However, we need to bear in mind
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that positive evaluation of groups is not equal to clinical effectiveness of the 
interventions. It is clear that this is the area needs more research.
At this point it would be useful to ask what would be the best 
indication of effectiveness, as this will give a direction to research. Should 
we try to introduce the same methods as are used in outpatient settings? 
Should we measure engagement in therapy in the community after a 
discharge fi-om a ward, length of admission periods, or think of other indices 
of improvement (McGowan & Hill, 2009)? These questions remain.
I intended to use this task to gain more knowledge on psychological 
interventions in this particular type of settings and prepare for my 
placement. Furthermore, I had hoped that this knowledge would help to 
enhance my clinical practice. And finally, I wanted to get an overview of 
what is considered as best practice in this area. I believe that by and large, I 
have achieved what I was aiming for.
As before I was more aware of the challenges, at the moment I am 
more confident that it is possible to successfully apply psychological 
interventions on the wards and offer clients in crisis high quality and 
sensitive care.
It was useful for me to learn that psychological interventions are far 
broader than psychological therapies, and also identify areas where more 
research is required.
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The vast majority o f applied psychologists and psychotherapists 
are female, as are their clients. However many men experience 
psychological or emotional distress but are not accessing the 
psychological services provided. To what extent are 
psychological services inherently feminised and therefore 
doomed to exclude men?
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Introduction
Changes in the Gender Composition of Psychology
Over the past several decades, there has been a significant 
transformation of gender ratios in psychology (e.g. Olos & Hoff, 2006). 
Historically, the discipline was dominated by men and first multinational 
studies reported a low percentage of women participating in the field of 
psychology. In the 1970s only 29% of the American Psychological 
Association (APA) members were females (Denmark, 1979, as cited in Olos 
& Hoff, 2006).
Since the 1970s, increasingly more women have entered the 
profession. Currently, in most countries there are more female than male 
psychologists. In 2005, women accounted for 53% of the overall APA 
membership (APA, 2006). A recent study comparing gender distribution in 
European psychology also showed that women outnumber men (Olos & 
Hoff, 2006). Moreover, the study indicated that in several countries, where a 
very high proportion of women compared with men has remained stable for 
the past 20 years, psychology could be described as a “female-dominated 
profession”. A UK-based survey undertaken in 2002 showed that almost 
73% of the applied psychologists working in the National Health Service 
(NHS) and Prison and Probationary Services in England were females 
(British Psychological Society, Department of Health, & Home Office 
[BPS, DH, & HO], 2005).
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This increasing number and proportion of women, relative to men, 
participating in the field of psychology has been referred to âs feminiscition 
o f psychology (Howard, 1987, as cited in Ostertag & McNamara, 1991).
Men and Mental Health
Everyday observations and research studies show that men are 
generally unwilling to seek help when they experience problems. They are 
not only less likely to confide in friends and family members when they feel 
distressed, but are also reluctant to approach healthcare professionals and 
engage in psychotherapy (Addis & Mahalik, 2003; Biddle, Gunnell, Sharp,
& Donovan, 2004; Brooks, 2010). Studies have consistently shown that, 
compared with women, men seek professional help less frequently, for both 
medical and psychological problems, irrespective of their age, nationality, 
or ethnic background (Addis & Mahalik, 2003). In general, men often fail to 
either register with a GP or to keep their appointments (Biddle et al., 2004; 
McQueen & Henwood, 2002, Wilkins & Kemple, 2011). As a consequence, 
those men who experience psychological difficulties are less likely to be 
referred to mental health services if they need help. Even though the most 
recent figures suggest that women are more likely than men to be diagnosed 
with common mental health disorders, such as anxiety or depression, it is 
possible that these figures are distorted by the fact that men present to the 
services less often and therefore their mental health difficulties are less 
likely to be recognised and diagnosed (Wilkins, 2010). Men are also known 
to have higher thresholds of problems severity for help seeking than women 
(Biddle et a l, 2004). This may negatively affect their physical and mental
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health and increase the risk of reaching a point of crisis. Compared with 
women, men not only have a shorter life expectancy (Office for National 
Statistics, 2009), but use drugs and alcohol to cope with their difficulties 
more frequently (see Wilkins, 2010) and are around three times more likely 
to die by suicide (Office for National Statistics, 2011).
Declaration of Position
At this stage, would like to outline my own position in relation to 
the essay title and summarise issues that will be considered in the reminder 
of this paper.
The essay title states that the vast majority of applied psychologists 
and psychotherapists are females, as are their clients. Furthermore, it 
highlights that many men experience emotional and psychological distress 
but do not access psychological services. As illustrated in the previous 
sections, these statements accurately reflect the current situation. However, 
the question posed in the title requires much more attention and will be 
considered in more depth in the reminder of the paper. As already 
mentioned, over the years we have observed the changing gender 
composition of psychology. Interestingly, the population of clients has 
remained the same -  men have always been the minority of clients in 
therapy, even when the majority of therapist had been men (Ostertag & 
McNamara, 1991). Hence, in my opinion it is vital to firstly consider why 
men have always been reluctant to seek help and access psychological
 ^Throughout this paper I will use the first person pronoun when referring to myself to 
express my own position in relation to discussed topics.
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services. I will therefore explore the theory and research outcomes to 
present possible explanations of this phenomenon. I will then examine to 
what extent psychological services are inherently feminised. Finally, I will 
consider what implications the gender composition of psychology has for 
the service delivery for men and propose how we can effectively work with 
male clients.
During my clinical placements, I have observed the above mentioned 
differences in gender ratios, both among my clients and colleagues; however 
I have not had a chance to explore this phenomenon in more depth. As a 
female trainee clinical psychologist, I believe that consideration of these 
issues will benefit my professional development and future practice.
Féminisation of Psychology: Are Psychological Services Doomed to
Exclude Men?
The Rationale for Men’s Reluctance to Access Psychological Services
The masculine gender-role socialisation framework has been chosen 
to consider why male clients may be reluctant to access psychological 
services, as it appears to be most commonly used in the literature exploring 
men’s attitudes and behaviours related to mental health and help-seeking.
The gender-role socialisation paradigm assumes that gender roles are 
not biologically determined, as it was suggested by earlier models, but 
socially constructed from stereotypes and norms (O’Neil, 1981; Fleck,
1995). According to this theoretical framework, values, attitudes, and
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behaviours associated with femininity and masculinity are being passed on 
to children during the process of gender role socialisation (O’Neil, 1981). 
From early years, boys and girls learn and internalise what society defines 
as culturally appropriate to males and females. This process continues 
throughout the adolescence and adulthood. Those, who are socialised 
towards more rigid and restrictive gender stereotypes may develop 
inflexible attitudes and behaviours that will limit their ability to cope with 
the complexities and challenges of life and will prevent them from reaching 
their full potential. Endorsement of rigid masculinity ideologies may also 
have a negative influence on their well-being. This state is described as 
gender-role conflict or gender-role strain (O’Neil, 1981; Pleck, 1995).
As a social construct, masculinity may constitute different qualities, 
depending on individuals, groups, sexual orientation, or even life stages and 
historical periods. However, some masculinity ideologies are more powerfiil 
than others and influence how the majority of children are taught to think, 
feel, and behave (Addis & Mahalik, 2003; Levant, 2011). Traditional 
masculinity is typically associated with power, dominance, control, 
toughness, self-reliance, achievement, restriction and repression of 
emotions, and rational, logical thinking (Good, Thomson, & Breathwaite, 
2005; O’Neil, 1981). Not surprisingly, interpersonal interactions which 
involve expression of feelings and vulnerabilities are therefore considered to 
be feminine and as such, tend to be rejected by men.
Researchers have identified links between certain aspects of 
masculinity ideology, mental health, and help-seeking (see Addis &
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Mahalik, 2003). Benenson and Koulnazarian (2008) observed that even 
young boys (aged three to six years) were significantly less likely than girls 
to seek help from adults. This pattern of help-seeking behaviour tends to 
persevere into adolescence and adulthood (Addis & Mahalik, 2003; Biddle 
et al., 2004).
Boys internalise a set of rules that guide them throughout their lives. 
They learn -  often in a painful way -  that they should never show weakness 
and avoid being feminine. If they fail to comply with these gender norms, 
they risk being ridiculed and humiliated, for example by being referred to as 
“sissy” or “gay” (Good et al., 2005; O’Neil, 1981). Kingerlee (2011) 
suggested that boys may be more vulnerable than girls to feeling shame in 
times of distress and proposed that an early association between 
psychological distress and shame could explain why men are reluctant to 
seek psychological help in adulthood.
Psychotherapy is commonly associated with expressing emotions, 
acknowledging and disclosing personal vulnerabilities, and exploring 
problems in the presence of another person — a therapist. As such, 
psychotherapy stands in opposition to the cultural standards of masculinity 
and for that reason may be avoided by men (Brooks, 2010, Addis &
Mahalik, 2003; Good et al., 2005).
Several studies indicated that differences in masculinity ideology 
and gender-role conflict influence attitudes towards help-seeking. While 
more liberal attitudes towards women are associated with more positive 
attitudes towards psychological help-seeking, such factors as restrictive
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emotionality, success, competition, or traditional masculine role are 
believed to predict negative attitudes toward seeking help (see Addis & 
Mahalik, 2003). Because violation of gender roles leads to condemnation 
and negative psychological consequences (Pleck, 1995), men may be 
unwilling to access psychological services out of fear of being perceived as 
weak or a failure, losing power and control, and being rejected, criticised, or 
even assaulted by others. Furthermore, given that men are socialised to use 
more practical solutions to problems, they may be reluctant to accept that 
talking about difficulties (as it happens in therapy) has the potential to bring 
about real change (Halperin et al., 2008).
In my opinion, the gender-role socialisation paradigm offers a good 
explanation of why men may be generally reluctant to seek help for their 
psychological and emotional difficulties. It also accounts for individual 
differences, highlighting that both the degree to which they identify with 
certain masculinity norms and their attitudes towards seeking help may 
vary. Moreover, this theoretical framework proposes how problems 
experienced by men arise in the first place -  a high proportion of men are 
simply unable to fully meet the restrictive and extreme demands of 
masculine gender roles internalised during socialisation (O’Neil, 1981; 
Pleck, 1995). This may have a detrimental impact not only on themselves, 
but also people around them. Taking into account what has already been 
said about the individual differences, in some men the discrepancy between 
what they do (real-self) and what they believe they should be doing (ideal
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self, based on a gender stereotype) may lead to particularly negative 
consequences.
At the present time, there is an expectation that men should behave 
in certain ways and undertake a variety of tasks that stand in opposition to 
the traditional masculine norms and which they have possibly not learnt 
when they were growing up (e.g. Levent, 2011). Examples of these include; 
committing oneself to relationships and expressing feelings, looking after 
children, or doing the housework. As the society becomes increasingly more 
multicultural, inevitably men are being exposed to different and sometimes 
contradictory masculinity ideologies. While some men are able to balance 
the expectations and make necessary adjustments, others may feel confused 
or lost. The current economic climate brings upon further challenges, 
especially if men are no longer able to accommodate the financial needs of 
their families and maintain the role of “breadwinner”. In my opinion, these 
factors make men more vulnerable to experiencing psychological and 
emotional distress and for this reason now, possibly more than ever, men 
could benefit from psychological services.
To What Extent Are Psychological Services Inherently Feminised?
In the first section of this essay the concept of féminisation of 
psychology has been introduced and the current gender ratios among 
psychologists were described. This section will examine the extent to which 
psychological services are feminised in more depth.
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Olos and Hoff (2006) emphasized that looking only at the ratio of 
male to female psychologists could be misleading and claimed that overall, 
European psychology was not yet a female-dominated profession. They 
reported that the apparent imbalance in the numerical distribution of both 
genders was balanced by the fact that women occupy part-time positions 
more frequently than man. In addition, Olos and Hoff (2006) established 
that men dominated in higher and more permanent positions. Given that 
with time increasingly more women enter the profession, the numerical 
disproportion between male and female psychologists might have further 
increased since the data was analysed. Moreover, some of the results were 
based on estimates due to the lack of data; hence the findings of this study 
must be treated with caution. Nonetheless, the study highlighted that 
establishing the extent to which psychological services are feminised cannot 
be based solely on the percentages of male and female psychologists. Other 
factors must also be taken into consideration.
A survey of applied psychologists in England showed that in fact, 
the percentage of women working part-time was considerably higher than 
men (BPS, DH, & HO, 2005). However, because females accounted for 
nearly 73% of the workforce, their presence in the services was still 
significantly higher. The survey also indicated that the proportion of men 
applying and being accepted for clinical psychology training had been 
steadily declining over the years (BPS, DH, & HO, 2005). These figures 
illustrate high and progressively increasing level of féminisation of services 
in the UK. At the same time, analysis of other factors demonstrates that
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psychological services -  in the UK and elsewhere -  are not inherently 
feminised, as men continue to occupy higher and more permanent positions 
in numbers that are far from being representative of the gender imbalance.
The above cited survey of applied psychologists in England showed 
that there was a considerably higher proportion of men at the highest pay 
bands, especially among the full-time staff, whereas the percentage of 
women was considerably higher at lower pay bands (BPS, DH, & HO,
2005). These figures demonstrate that men tend to occupy more senior 
positions and provide professional leadership and clinical supervision to 
qualified colleagues as consultant clinical psychologists and heads of 
psychological services.
Similarly, the European psychotherapy “politics” appears to be 
significantly influenced by men, as they fill the top positions of most 
psychotherapy organisations (Krause-Girth, 2002). Likewise, there have 
been more male than female presidents of the American and British 
Psychological Associations, even if only the last ten years are taken into 
account (APA, 2011; BPS, 2011). This indicates that despite the fact that 
male therapists and psychologists are currently outnumbered by their female 
colleagues, the voice of men does not vanish. On the contrary, men still 
influence issues related to the application of psychological services through 
a wide range of activities, such as: strategic planning, development of 
clinical treatment guidelines, engaging in policy development, or quality 
assurance in training and education.
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With respect to education and training of fiiture clinical 
psychologists, it is also useful to notice that the majority of the clinical 
psychology programme directors are also male (Clearing House for 
Postgraduate Courses in Clinical Psychology, 2011). This demonstrates 
again that men participate in the development, leadership, and management 
of the clinical psychology programmes in numbers that are far fi-om being 
representative of the overall gender imbalance. As programme directors, 
they play a key role in the development and monitoring of the quality o f 
training and curriculum, ensure the course accreditation in line with existing 
policies and external and internal requirements, and oversee the recruitment, 
selection, and admission of new trainees. They also make personal 
contributions to research in the field of clinical psychology, teaching, and 
clinical practice.
In summary, the analysis of the above presented arguments suggests 
that although psychological services are highly feminised, they are not 
inherently feminised. Men still occupy positions that allow them to directly 
influence how the services are being delivered, managed, and developed. 
Moreover, men continue to do so in far greater numbers than it would be 
expected based on the current gender ratios of psychology.
Finally, I would argue that even with regard to the direct delivery of 
psychological therapies, psychological services cannot be considered to be 
inherently feminised for another reason. Everyday practice of therapists and 
applied psychologists must be informed by psychological theories and 
research evidence. It is probably safe to say (without denying female
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contributions to psychological thinking and practice) that, to date, the most 
important and well known theories and schools of therapy have been 
developed by men. While it is clear that clients are significantly more likely 
to work therapeutically with a female practitioner, it is also highly probable 
that these professionals will inevitably draw upon (at least some) theories 
developed by men to formulate their clients’ problems and select therapeutic
interventions.
Are Psychological Services Doomed to Exclude Men?
Bridging the gap. When the shifting gender composition of 
psychology was analysed in 1990s, attention focused mainly on the 
profession’s prestige, income and economics, work structure, and benefits 
of these changes to female clients (e.g. Ostertag & McNamara, 1991). At 
present, the debate seems to be centred more on diversity and possible 
negative implications of having too few men in the profession.
Psychologists differ in their opinions on this matter -  some claim that the 
disproportion is already too high, while others assume that gender ratios are 
a natural consequence of more women choosing professional careers and do 
not predict any dangers related to even further féminisation of psychology 
(Cynkar, 2007). In my opinion, a diverse workforce is beneficial to the 
profession and the population of clients that it is serving. I also believe that 
we should be able to accommodate the needs of clients who prefer to work 
with a male psychologist. During my adult placement I have learnt that 
patients on the psychiatric intensive care unit often attended a group for men 
facilitated by a male clinical psychologist and found it particularly useful. It
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is also highlighted that in other services where male clients predominate, the 
gender of a psychologist may affect whether or not clients engage in 
treatment (Turpin & Fensom, 2004). For those reasons, efforts should be 
made to attract more men to enter the field in order to achieve a more 
diverse profession.
At the same time, I believe that we should actively participate in the 
public debate about the need to include men in therapy. We should also 
ensure that we are able to meet our clients’ needs as best as we can and 
remain sensitive to their problems regardless o f our own gender. This is 
particularly important for applied psychologists as major providers of 
psychological treatments in the public sector (Equality Act, 2010; Turpin & 
Fensom, 2004).
In my view, the féminisation of psychological services has 
paradoxically highlighted the fact that men’s physical and mental health has 
been neglected for a long time. Around three decades ago, male 
psychologists and anthropologists began to examine and challenge the 
restrictive gender role socialisation and sexism and made a case for a new 
psychology of men in a similar way to how the feminist movement created a 
new psychology of women (Levant, 2011; O’Neil, 1981). In my opinion, 
this positive development prompted professionals and the wider society to 
deconstruct taken for granted definitions of men and masculinity and move 
towards new ways of thinking. In the last few years, new initiatives have 
materialised and brought more attention to the needs of men (Wilkins, 2010; 
Wilkins & Kemple, 2011). Mental health services, to fulfil their
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responsibilities, can no longer turn a blind eye to this issue and must find 
solutions to address the identified gap (DH, 2005; Wilkins & Kemp le,
2011). I believe that in years to come, psychology as a profession will 
increase its efforts to better understand and accommodate the needs of male 
clients.
Building effective therapeutie allianee and eultural eompetenee 
in working with men. One of the commonly expressed concerns associated 
with the current gender composition in psychology is whether women can 
work effectively with male clients (Brooks, 2010). The literature examining 
the factors which predict therapy outcomes highlighted that the strength of 
therapeutic alliance and multicultural competence are far more essential to 
effective therapy outcomes than any characteristics of a therapist, including 
gender (Bowman, Floyd, Scogin, & Mckendree-Smith, 2001; Messer & 
Wampold, 2002; Sue & Sue, as cited in Brooks, 2010).
Building an effective therapeutic relationship is an essential element 
of therapy with all clients; however it appears to be particularly important in 
therapy with men, given the differences in attitudes towards help-seeking 
between men and women. Compared to female clients, men are more likely 
to feel ashamed, have difficulties expressing emotions, and be reluctant to 
show their vulnerabilities. As a consequence, they may find it more 
challenging to engage in a therapeutic relationship (Good et al., 2005). 
Therefore, it is useful for both male and female clinicians to ensure that they 
are able to overcome these difficulties and create an effective therapeutic 
alliance with their male clients. Some authors argue that masculinity should
50
be considered as an integral part of the multicultural competency framework 
(Good et al, 2005; Liu, 2005). They also suggest that this framework can be 
used as a guide as to how to build therapeutic alliance with male clients, 
similarly to how it would be used to create therapeutic relationship with 
clients from black and ethnic minority groups, or gay and lesbian clients.
Based on the multicultural competency framework, psychologists 
who wish to work effectively with male clients should be able to 
demonstrate competencies in three general dimensions: awareness of their 
own assumptions, values, and biases; understanding the worldviews of male 
clients; and developing culturally appropriate intervention strategies and 
techniques (Liu, 2005; Sue, Arredondo, & McDavis, 1992). Furthermore, 
within each dimension, there are three sub-categories of competencies 
(knowledge, awareness, and skills) that culturally competent clinicians need 
to develop.
Although some would argue against including masculinity into 
multicultural competencies (see Liu, 2005), I believe that this is a very 
useful and applicable framework for work with all male clients. I think that 
it encourages clinicians to examine their own beliefs, attitudes, and 
behaviours related to gender roles. It also helps to understand how clients 
perceive the world and how their worldview affects what they do.
Reflecting upon my own experiences of working with male clients, I recall a 
few examples where my biases and assumptions might have impacted on the 
therapeutic relationship. What I perceived as an indication of aggression, 
rigidity, and lack of understanding might have been interpreted as client’s
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attempt to communicate deep feelings of disempowerment and desperate 
search for solutions to problems. Through the lens of masculinity, I am also 
able to better understand why men who love their children would use every 
opportunity to induce fear in their sons. This particular example highlights 
for me the need to be mindful of issues related not only to gender but also 
ethnicity. Thinking about my contact with male clients, I became more 
aware that appreciation of the impact of gender role ideology can help us, as 
mental health practitioners, to refrain from a negative judgement and 
facilitate deeper understanding of male’s difficulties. This can prove to be 
particularly useful in work with a group of clients who may come to therapy 
labelled as “perpetrators”, “resistant”, or “aggressive”.
Bedi and Richards (2011) suggested that building therapeutic 
relationship with traditional men involves maintaining the balance between 
commonly used alliance-building techniques, such as empathy, reflecting 
back, paraphrasing, normalising or validating and asking questions and 
providing practical solutions (for example, teaching skills or helping a client 
to consider different solutions to his problem). They also emphasised that 
showing formal respect and paying attention to non-verbal behaviour it also 
extremely important, especially when the clinician is a woman.
In my opinion, it is helpful to learn about the male culture in order to 
be able to work effectively with men. At the same time, we should 
remember that there are multiple masculinity ideologies. It is also vital to 
remain mindfiil o f the individual life stories and preferences of each male 
client and sensitively adjust therapy style accordingly to their needs. Finally,
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language and communication style and use of humour are equally important 
and should be considered when working with men.
In summary, it is apparent that regardless of their gender, clinicians 
can develop necessary skills and knowledge to successfully engage male 
clients and offer them effective treatments. Therefore, féminisation of 
psychological services does not seem to pose a threat to exclude men.
Implications for training and service development. Applied 
psychologists should be able to meet the needs o f diverse populations for 
whom they provide services. However, as presented in previous sections, 
the proportion of females in psychology is significantly higher than males 
and continues to rise, as progressively fewer men train to become applied 
psychologists (Turpin & Fensom, 2004).
To increase the diversity o f the profession it is therefore necessary to 
encourage more men to enter the profession. In addition, applied 
psychologists, regardless of their own gender, should be able to work 
effectively with diverse populations of clients. It is therefore important that 
they develop necessary multicultural competencies during their training and 
continue to expand their knowledge and further develop their skills after 
they qualify. The multicultural competency framework (Sue et al., 1992) 
can be adapted as a model for training, supervision, and teaching about men 
and masculinity issues.
As scientist-practitioners, clinical psychologists should also conduct 
more research to further explore male mental health and inform practice.
53
Furthermore, it is necessary for the psychological services to 
influence policy development to ensure that men’s mental health is being 
addressed. They should also reconsider how they advertise their services 
and become more proactive in engaging men.
Conclusions
Current gender ratios in psychology indicate that the profession is 
highly feminised. As the proportion of male psychologists steadily 
decreases, concerns are being expressed about ability of applied 
psychologists to meet the needs of diverse populations for whom they 
provide services and it is recognised that efforts should be made to attract 
more men to enter the field.
Despite the high disproportion in gender ratios in psychology, it 
cannot be assumed that psychological services are inherently feminised.
Male perspective and expertise is being maintained, as men continue to 
occupy higher and more permanent positions within the organisations and 
directly influence how the services are being delivered, managed, and 
developed. Moreover, men continue to do so in numbers that are far from 
being representative of the gender imbalance.
Research suggests that the strength of therapeutic alliance and
multicultural competence are far more essential to effective therapy
outcomes than gender of a therapist. As long as psychologists are able to
build effective therapeutic alliance with male clients and develop cultural
competence with respect to men and masculinity, it is argued that there is no
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danger of men being marginalised or excluded. Moreover, the development 
of a new psychology of men and recent efforts to introduce effective 
practice in male mental health bring hope that gender roles and social 
perception of masculinity will be reconsidered and men will begin to access 
psychological services more often.
An apparent limitation of this essay is that it is written from the 
perspective of a female trainee clinical psychologist who wishes to illustrate 
that feminised profession is still able to respond to needs of the male 
population of clients, and as such, it is biased by my views.
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In this reflective account will look at the first Problem Based 
Learning (PBL) exercise and try to re-evaluate it from the perspective of the 
clinical experience gained during the first few months on the adult 
placement. I will present the original task, comment on the group dynamic, 
and the final presentation. Throughout the paper I will reflect on my 
personal experience of the exercise and the group, as well as the usefulness 
and application of our ideas to my subsequent clinical practice.
The first PBL exercise was organised around The Relationship to 
Change. This task was presented to our cohort on the first day of the training 
and involved reflecting on the meaning of change (both for us and our future 
clients), examining theories of change, management of change, and the 
meaning of a therapeutic relationship. We all worked in small groups, 
alongside a group facilitator. The task ended six weeks later with group 
presentations to the other groups and some course team members.
I remember that I was very apprehensive about the initial meeting of 
our group. First of all, there was an expectation to complete a group 
exercise, and at the time I only had a vague notion of what the task entailed. 
I was therefore anxious about being perceived as incompetent by other 
group members.
Throughout this paper I will use the first person pronoun when referring to myself, I hope 
that this will help me to express my own position in relation to discussed topics and draw 
on the personal and professional experience,
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In addition, all six names on the group list looked unfamiliar to me.
On the one hand, I was excited about the possibility of forming new 
relationships within the year group and stepping outside of my comfort zone 
of interacting with people that I had already known or felt more comfortable 
around. On the other hand, I was worried whether I would settle well in this 
group and be able to make the most of the opportunity of working alongside 
the other trainees -  not only to complete the PBL task, but also, once the 
exercise was finished, to discuss personal and professional issues 
throughout the duration of the programme.
My anxiety was further magnified by the fact that English is not my 
native language. With the benefit of hindsight, I know that many of my 
colleagues find it difficult to speak up in a group in fear of being perceived 
as an “impostor” or “incompetent”. I worried not only about saying 
something “stupid” (the content of what I say), but also -  and probably even 
more -  about not being able to present my ideas in a coherent and 
linguistically sound way (my command of English).
I approached the first group meeting with some prior preparation. 
Having read the article on the problem based learning (Wood, 2003), I 
realised that, unlike in my previous years of training in psychology, at this 
stage we were expected to take the lead and responsibility for running and 
the content of the group meetings, without relying heavily on the facilitator.
Even tough for me this was a new experience, I wanted to confront 
my anxieties by active engagement in the group process from the very 
beginning. However, I soon noticed myself retrieving into my usual silence
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and reflecting how differently I could have behaved if I had been allowed to 
use my native language.
The assimilating learning style (Kolb, 1984) is my preferred 
approach towards grasping and transforming new experience, therefore I 
welcomed the fact that someone else volunteered to be a chair on the first 
day. However, I was disappointed that I chose not to scribe. I used to 
volunteer to take notes in my native language, but was not prepared to 
scribe in front a new group, wanting to avoid possible embarrassment 
caused by making spelling mistakes.
Looking back at the remaining meetings, I realise that I was able to 
overcome my anxiety to some extent and contribute more to group 
discussions.
Reflecting upon the exercise, I am aware that I often retro fleeted 
(Peris, Hefferline & Goodman, 1973) and was only able to actively 
participate, once 1 reflected-in-action (Schon, 1983) -  noticed myself 
holding back my impulse to take action, and then made a conscious decision 
to take a risk to speak up or express my feelings.
As 1 had already mentioned, at the beginning 1 was not sure what the 
group task entailed, as the title seemed to be intangible. With hindsight, 1 
can appreciate the nature of the exercise. In my opinion, it enabled us as a 
group to brainstorm ideas, explore a variety of approaches and evaluate
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different theories, with the point of view that there was no one “right” 
answer to the problem in question.
Familiar with some models of small group development, such as 
Tuckman's (1965), I anticipated the emergence of a conflict or the 
“storming” (Tuckman, 1965) phase. Particularly because our group was 
very heterogeneous in terms of age, gender, ethnic background, culture, 
family circumstances, previous clinical experience, and working styles. 
Nevertheless, 1 was impressed by how well we worked together and how 
easily we were able to reach consensus with regards to the theory that we 
wanted to further explore and present to the other groups. The quality of our 
group work was clearly demonstrated through the final presentation, which 
proved to be engaging, very well received by our facilitator, course team 
members, and the other trainees, and highly marked.
Upon reflection, 1 believe that we managed to combine a range of 
unique skills and personal characteristics that each one of us brought to the 
group, utilising individual differences as the group’s strength. In my view, 
we were able to employ specific cognitive, behavioural and contextual 
factors, such as: collective orientation, self-efficacy for group work, 
exchanging, evaluating, and integrating viewpoints, and task 
interdependence; which may have contributed to the development of 
collective-efficacy (Alavi & McCormick, 2004; Bandura, 1997; Gibson, 
2001; Pearce & Gregersen, 1991; Taggar & Neubert, 2000; Wong & Sitkin, 
2000, as cited in Alavi & McCormick, 2008).
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In my opinion, this group task proved to be a valuable experience in 
many respects. It encouraged me to reflect upon the meaning of change for 
myself, but also to hypothesise how my clients may perceive and manage 
change. The subsequent clinical placement gave me an opportunity to re­
evaluate discussed theories and models of change, and test their 
applicability in clinical settings. In the remainder of this paper, I will present 
my reflections on the usefulness and relevance of our ideas to my clinical 
practice.
Getting on the clinical psychology programme had been my dream 
for years. I was thrilled when I was offered a place on the course, and yet -  
beside joy and excitement - 1 experienced high levels of anxiety prior to the 
start of the training, as well as during the first few weeks of being on the 
course. This actively desired change in my professional life resulted in 
transformation of many areas of my own and husband’s life, which became 
a source of positive emotions on the one hand, but also some apprehension 
and guilt on the other hand.
Looking back at this most recent experience of a major change for 
me, encouraged me reflect on the meaning of change for my clients and 
look for parallels and differences in approaching change.
When I think about my clients, I realise that certain life events 
strained their abilities to cope and triggered the onset of a mental illness. 
Some of these events were planned, like retirement or pregnancy, but then
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took different than expected course; the other ones were sudden -  like the 
death of a family member or a traumatic child birth. The events may have 
been rapid and overwhelming, or accumulate over a certain period of time. 
Irrespective of the nature of the individual life events, all my clients 
engaged in therapy, because they reached a crisis, which left them unable to 
function in the same way as before these incidents happened. They found 
themselves in a painful position of having to change their old beliefs and 
behaviours, in order to reclaim their life, reduce their symptoms, pursue new 
opportunities, or simply feel happier.
Reflecting on the process of change that my clients are going 
through, I realise that Ackerman Anderson’s model of transformational 
change (Ackerman Anderson 1986, as cited in Anderson & Ackerman 
Anderson, 2001) can be applied to the individual process of change in 
clinical settings, even though it was originally proposed as a theoretical 
description of an organisational change. In our PBL presentation, we 
adopted this model to the individual process of change. We tried to illustrate 
each identified stage of the model with examples of the experiences of a 
trainee clinical psychologist, inspired by our processes of change. At the 
time we were aware of the weakness of such an approach, as there was no 
empirical data suggesting that the model could be applied to the individual 
process of change. I also struggled to find personal evidence of the “death” 
phase (Ackerman Anderson 1986, as cited in Anderson & Ackerman 
Anderson, 2001) that requires a radical shift of behaviour or a mindset,
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nonetheless I did not reject a possibility that it could happen. Looking at the 
process of change of my clients, I can recognise that they found themselves 
in a stage, where they needed to change significantly the way they perceived 
themselves, other people, or the world, in order to “re-emerge” (Ackerman 
Anderson 1986, as cited in Anderson & Ackerman Anderson, 2001).
When I think of my role in a therapeutic relationship, I do not 
perceive myself as an expert, but rather as a facilitator of the process of 
change. Having said that, I know from my clinical experience that 
positioning myself in a more equal relationship with a client has its own 
challenges. It may be anxiety provoking for a client and result in the initial 
resistance, particularly when the client is used to a more medical model and 
expects “to be fixed” by an “expert”. It has also proven to be a challenge for 
me. At times, I feel tempted to give advice, I ask leading questions, or want 
to decide which course of action is the best for a client. This happens 
particularly often in the acute inpatient settings, where I struggle the most to 
engage with clients, select goals collaboratively, or maintain the boundaries 
of a planned course of interventions. Nonetheless, regardless of the 
challenges, I believe in a collaborative approach to therapy, where my 
professional expertise meets the client’s expertise by experience. Therefore, 
I introduce the notion of collaboration to the clients at the beginning of 
therapy, and try to maintain it throughout the process. I also address in 
supervision encountered problems.
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The PBL exercise highlighted for me how anxious I get and how 
strongly I need guidance at the beginning of a new experience. Mindful of 
this, I try to pay more attention to how I introduce the idea of the client’s 
expertise and collaboration into a therapy session. It may involve providing 
more psychoeducation about the advantages of such an approach, 
emphasising the client’s strengths, or modelling, i.e. thorough initial agenda 
setting.
Reflecting on the task also encouraged me to pay more attention to 
the different learning styles and recognising how they can be utilised or 
practiced during the therapeutic process.
The PBL exercise also highlighted for me how important it is to 
recognise the issues of pride and shame for a client, which -  if not addressed 
-  may strongly interfere with therapy. Looking at my own example, I realise 
how often I withheld the impulse to express my opinion in a group, either 
because I did not want to be perceived as incompetent or make grammatical 
errors. This happened because I hold a specific belief that I should never 
make mistakes. I also take pride in a very high command of my native 
language, therefore I feel ashamed when I am not achieving the same 
standards in English. I am aware that the cost of not addressing such issues 
in therapy may result in silence, missed opportunities, roadblocks to 
progress, or even a dropout.
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Reflecting upon my own experience, I realised that changes do not 
happen in isolation, but always affect other areas of our life, other people, or 
relationships. Even these changes that are desired and planned, may cause 
some apprehension. I think that it is important to remember that therapeutic 
process may result in some unforeseen outcomes, such as a threat to a 
marital relationship once a client becomes more independent or assertive. 
They may turn into a roadblock in a therapeutic process, or even lead to a 
dropout; therefore it is vital to talk with clients about possible consequences 
of achieving certain goals from the start of therapy. It may help to alleviate 
negative emotions experienced by clients, decide how to best accommodate 
such outcomes, strengthen clients’ resources, or maybe even modify some 
goals.
In this paper, I only presented my reflections on the usefulness and 
applicability o f ideas discussed in our group with regards to the individual 
process of change. The PBL task also highlighted for me a variety of factors 
that play a pivotal role in the organisational change. It encouraged me to 
reflect on the current changes within the NHS, some of which I observe or 
directly experience on placements. It also made me think how I position 
myself in small professional groups, as well as within the wider 
organisation, or how I interact in therapy groups. However, the brevity of 
this assignment does not allow me to further explore these areas.
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In this reflective account P will look at the second Problem Based 
Learning (PBL) exercise and try to re-evaluate it from the perspective of 
clinical experience gained on placement. I will begin with the description of 
the original task. I will then comment on the group process and discuss how 
the change in the group dynamic influenced our approach to this task in 
comparison to the first PBL exercise. In this paper, I will also reflect on my 
personal experience of the exercise and the group process and comment on 
the main learning points for myself and others in the group. Finally, I will 
comment on the usefulness and application of our ideas to my subsequent 
clinical practice.
The Stride Family
The second PBL exercise was presented to our cohort at the 
beginning of the second year of training. Similarly to the first PBL task, the 
exercise involved working in small Personal and Professional Learning 
Discussion Groups (PPLDGs) for several weeks, with the aim of creating a 
presentation for other groups, course team members, and the Surrey Service 
User and Carer Advisory Group representatives. All groups were given a 
case study that described problems experienced by the Stride family and the 
professionals working with the family. The main issues presented in the 
case study centred around child protection, domestic violence, parenting, 
learning disabilities, and kinship care. While we were all given a number of
5 Throughout this paper I will use the first person pronoun when referring to myself to 
express my own position in relation to discussed topics.
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general prompts, at the same time we were encouraged to make our own 
choices about how we wanted to approach the task and what we wished to 
concentrate on.
The Group Process
Reflecting upon this PEL exercise, I realised how differently our 
group approached this task, comparing to the one we completed last year. 
Whilst previously the group dedicated a lot of time and effort to consider a 
variety of theoretical approaches and ideas for the final presentation, this 
time we were more pragmatic. During the initial meeting we decided to use 
a role play to present our ideas in a form of a courtroom scenario and agreed 
which specific roles each one of us would undertake while completing this 
task. This allowed us to shape the final presentation from the very beginning 
and focus our background research on specific areas. We wanted to explore 
issues that we had known least about, hence the choice of the courtroom 
scenario. This approach allowed us not only to learn about the court 
proceedings with regards to child protection and adoption but also explore 
the role of a clinical psychologist acting as an expert witness in the court 
proceedings. Moreover, by creating and presenting extremely polarised 
arguments expressed in the court on behalf o f the Local Authority on the 
one side (prosecution), and other professionals working with the Stride 
family on the other side (defence), we were able to consider the complexity 
of issues that need to be taken into account in such cases.
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In my view, there has been a combination of internal and external 
factors that shaped our approach to this task. Having worked together for the 
past year, we have become more cohesive as a group (Tuckman, 1965) and 
were able to develop more confidence and trust in our skills and abilities. 
This most certainly influenced our decision to work more independently and 
take a less prescriptive approach to the task and the final presentation. As a 
group, we reflected that the volume of work we assigned to ourselves last 
year was perhaps a way of dealing with our anxieties about being negatively 
judged by one another and the group facilitator. This year, we felt more 
comfortable to share our ideas and vulnerabilities, which allowed us to 
make decisions and weigh options more efficiently. With the benefit of 
hindsight, we were able to develop a more realistic view of what was 
expected of us with regards to the PBL task and take more risks. 
Additionally, while last year we had the luxury of having time entirely 
dedicated to the PBL task, this year we needed to manage other course 
demands at the same time. This factor influenced our decision to be more 
pragmatic and focused and accept that our presentation would not be 
perfect, but “good enough”.
To my initial surprise, despite the fact that there was far less joint 
preparation and rehearsal of the flnal presentation than last year, the group 
work attracted as high, if not even higher, marks. It was felt that our 
presentation was thought provoking and showed that we worked co­
operatively and imaginatively, using relevant theory to illustrate polarised
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arguments. Moreover, we were applauded for the ability to manage an 
unexpected absence of one group member during the final presentation.
Upon reflection, I realised that perhaps at this stage of training we 
had the ability to be more focused and selective in our choice of background 
reading and better equipped to manage our own anxieties about not knowing 
everything. As a result, we are able to achieve our goals more efficiently, 
without compromising the final outcome. Additionally, as the group 
progressed through the norming and performing stages of group formation, 
we were able to find the most effective ways of working with each other and 
allow much more flexibility in our approach to the task (Bonebright, 2010; 
Tuckman, 1965).
While this way of working had many advantages, as a group we 
were also able to identify some disadvantages. One of the downsides was 
that by narrowing down the background research to one particular area that 
each person was exploring in more depth, we were learning 
disproportionally less about topics investigated by other group members. 
This was particularly disappointing for one member of the group. Likewise, 
for some people role playing was particularly demanding. 1 think that this 
reflects the diversity of needs and preferences of each group member. While 
1 agree that perhaps we did learn more about the topics that we were 
researching ourselves, having done the exercise 1 am more willing to accept 
my personal limitations. To some extent this PBL task served for me as a 
behavioural experiment (Bennett-Levy et al., 2004) in which 1 tested my 
belief about my own perfectionism. Upon reflection, 1 realised that as a
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clinical psychologist I will never be able to know and explore everything.
For that reason, my role will require prioritisation of my activities and 
relying on others to share their expertise.
Impact on Clinical Practice
Having gone though different stages of the group development, I 
became more aware not only of the way I function in a group setting and 
how my presence impacts on the other group members, but also how the 
group dynamic influences the way a team performs specific tasks. In the 
light of current government policies which outline the new ways of working 
for clinical psychologists (Department of Health, 2007), I believe that my 
personal experiences of group work and awareness of the relevant theory 
will enhance my skills in consultancy and leadership in the foture.
As illustrated by our group process, members of newly formed 
groups usually experience high levels of anxiety stemming from fear of 
negative evaluation and uncertainty of the roles (Mason, 1993; Tuckman, 
1965). This leads to more dependence on others and need for a clearly 
structured environment. When the cohesion increases, people are more 
likely to take a more flexible approach to a task and work more effectively 
with each other (Tuckman, 1965).
Awareness of these issues may be particularly help fill in
understanding the difficulties experienced by teams affected by the current
changes within the National Health Service (NHS). My clinical placements
provided me with an opportunity to observe how the team dynamic shifts as
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a consequence of the services’ restructuring and how this affects the team’s 
work. As I noticed, the changes result in heightened anxiety among the team 
members and confusion about the roles and responsibilities. In my opinion, 
current transformation within the NHS further increases the need for safe 
certainty (Mason, 1993) and definite solutions as a way of dealing with 
stress and novelty. The organisational response to this need comes in a form 
of various protocols and policies. While I appreciate the importance and 
value of clear guidelines, I wonder to what extent teams currently feel able 
and confident to take a more flexible and functional, rather than 
prescriptive, approach to their clients’ complex needs.
I believe that our courtroom scenario illustrated well how a strong 
push for certainty can affect various systems. Arguments for and against 
placing the Stride twins for adoption expressed via role play were 
purposively polarised. As we reflected, creating such arguments proved to 
be a very difficult task and highlighted the complexity of ethical issues that 
need to be taken into consideration in such cases. To present a strong case 
for each side, we felt that we needed to assign certain weight to some 
aspects of the case, while disregarding the other elements. This made us feel 
uncomfortable, as in our view it oversimplified complex issues and 
relationships. On the other hand, we were also aware that in our scenario we 
avoided giving definite answers. As a group we wondered whether this 
reflected our trainee status and anxiety around being asked for an “expert” 
recommendation.
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Most certainly, as a trainee clinical psychologist I find it more 
difficult to present my opinion as an “expert”, especially without previous 
preparation. However, throughout my current placement I was frequently 
encouraged by my supervisor and other team members to take more risks 
and test myself in new situations. I was often asked to express my views and 
present cases in team meetings. While initially I found it very stressful to be 
put on the spot, with time I realised that I was able to present coherent and 
valid arguments and make decisions like other, qualified members of the 
team. Moreover, on some occasions I was able to introduce psychological 
formulation as an alternative to a diagnosis made by a psychiatrist and felt 
able to justify my choices. I considered this a significant achievement, given 
my cultural background where a person occupying a senior position and 
older than myself is automatically considered to “know better”. There were 
also situations when I had to use my clinical judgement to decide about my 
clients’ therapy without prior consultation with my supervisor. Although 
initially I felt overwhelmed and incompetent in such situations, having 
explored my anxieties and considered the rationale for my actions in 
supervision, I have learnt to rely more on my knowledge and skills and feel 
more confident to express my views. Likewise, discussions with my 
supervisor and my clinical tutor helped me appreciate that I was allowed to 
make decisions and undertake certain tasks because my supervisor had trust 
and confidence in my abilities.
As already mentioned, I was initially surprised by a very positive 
feedback given to our group after the presentation. Reflecting back on the
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group experience, as well as my experiences on current placement, I realised 
that perhaps by striving for perfection I was underestimating my actual 
abilities and knowledge. The passage of time gave me an opportunity to 
realise how valuable these experiences have been for me as a trainee. Now, I 
feel more confident to express my opinions in team discussions and open to 
talk about my vulnerabilities, or ask for support. I am also able to take a 
more flexible and broader approach to therapy with my clients and their 
families, which I consider as a step towards taking a position of safe 
uncertainty (Mason, 1993) or being a good enough therapist (Lemma,
2003)..................................................................................................................
Although I am not currently working with people with learning 
disabilities, some of the issues highlighted in the case scenario proved to be 
relevant to my child and adolescent placement. The impact of domestic 
violence on the well-being of children, or the need to consider child 
protection procedures where there is an identified or suspected risk to 
children are examples of such problems. Upon reflection on the task, our 
group noticed that often the voice of the family gets lost while professionals 
make decisions about the course of action. In particular, this may happen in 
those instances when the child protection procedures need to be put in place. 
My placement provided me with opportunities to learn how other team 
members work with their clients and families in such situations. I also 
needed to carry out an extended risk assessment myself and make a referral 
to the Children’s Services with the help of my supervisor. As a novice, I 
found this situation very difficult and anxiety provoking. I was not entirely
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sure how to proceed and how to communicate our decision to the family. 
Support and guidance from my supervisor was invaluable in this particular 
situation. I found it helpful to discuss with my supervisor each step taken in 
this case and meet the family jointly with my supervisor, whenever 
necessary. I was also able to observe how my supervisor informed the 
family about our decision in a firm, yet sensitive way. I thought that it was a 
good illustration of how the necessary steps can be taken without alienating 
the family and how the family can be allowed to express their anxieties and 
their point of view.
Summaiy
Overall, the PBL exercise has proven to be a valuable experience on 
many levels. It allowed me to explore my personal experiences of the task 
and the group process and consider the usefulness and applicability of our 
ideas to subsequent practice. I thought that the complexity of problems 
illustrated in the case study made it very relevant to my current placement, 
despite the fact that I am not currently working with individuals with 
learning disabilities.
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Summaries of PPLDG Process Accounts
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Personal and Professional Learning Discussion Group 
Process Aceount One: A Summary
Personal and Professional Learning Discussion Groups (PPLDGs) 
were introduced to offer trainees intimate and safe space to reflect upon 
their clinical practice. All trainees worked in small groups, alongside a 
group facilitator and met approximately fortnightly throughout the year.
In the PPLDG process account I reflected upon my experiences 
within the group. More specifically, I commented on the group process and 
considered my own contributions to the group. I considered how the 
experiences within the group have influenced my personal and professional 
development and described how I contributed to others’ learning. I also 
presented how the group discussions and the group dynamic influenced my 
subsequent clinical practice.
The first group task was organised around “The Relationship to 
Change” and involved reflecting upon the meaning and management of 
change, examining theories of change, and the meaning of a therapeutic 
relationship.
In the remaining sessions, we took turns to present cultural 
genograms and clinical work on placement, which in my view provided us 
with opportunities to reflect upon the impact of the training and clinical 
work on our personal and professional development. We also video 
recorded one of our group sessions and reflected upon our contributions to 
the group and the group dynamic.
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In my opinion, structure and task-orientation were two distinctive 
features of our group. In this account, I discussed advantages and 
disadvantages of such an approach and commented on how this it affected 
the group dynamic.
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Personal and Professional Learning Discussion Group 
Process Account Two: A Summary
In this process account, I reflected upon my experiences within the 
Personal and Professional Learning Discussion Group (PPLDG).
Although this year our PPLDG made a joint decision to abandon the 
task-orientation and structure in order to facilitate reflectivity, I concluded 
that we have not been able to establish the group identity and negotiate the 
most satisfying way of working with each other when there was no “task” at 
hand. Therefore, I dedicated a significant bulk o f this paper to explore the 
factors that influenced the PPLDG process.
Among other factors, I identified the absence of conflict (Tuckman, 
1965) as a key element that shaped the group dynamic and reflected upon 
my own anxieties about expressing disagreement within the group setting. I 
then explored the advantages and disadvantages of the approach taken by 
the group and highlighted how specific experiences within the group 
informed my understanding of the group dynamics within the NHS and how 
they influenced my subsequent practice on placements.
Furthermore, I considered the impact of the group experiences on my 
professional development. I highlighted that the group discussions prompted 
me to consider the shifting position of our profession within the NHS 
(Department of Health, 2007) and explore my professional identity in more 
depth.
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Clinical Dossier
Overview of Plaeements
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Adult Mental Health Placement: October 2010 -  September 2011
I completed my Adult Placement in two services: a community mental 
health team (CMHT) and an acute inpatient psychiatric hospital. I gained 
experience in working with clients (aged 19 to 65), presenting with 
generalised anxiety disorder, obsessive-compulsive disorder (CCD), 
posttraumatic stress disorder, panic attacks, depression, borderline 
personality disorder (BPD), psychosis, low self-esteem, anger management, 
and Korsakoff’s syndrome. I further developed my skills in conducting 
psychological assessments and undertaking psychometric assessments using 
WAIS-IV and WMS-IV. I utilised mainly cognitive behavioural therapy 
(CBT), but was also able to deliver other formulation-driven treatment 
plans, integrating elements of narrative and solution-focused therapy. I 
worked directly with clients and indirectly with their families and other 
professionals involved in their care. I also co-facilitated the Wellness 
Recovery Action Plan Group on the acute inpatient wards and the Coping 
with Stress Group on the Psychiatric Intensive Care Unit. Furthermore, 
jointly with my supervisors, I offered consultation to multidisciplinary team 
(MDT) members.
Child and Family Placement: October 2011 -  March 2012
During my Child and Family Placement at CAMHS, I worked with children 
and adolescents (aged three to 15) presenting with autistic spectrum 
disorders (ASD), chronic fatigue syndrome, trauma, anger management 
problems, OCD, anxiety, and school non-attendance. I also worked 
indirectly with their families. I conducted the initial Choice appointments
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and used CBT model to provide psychological therapy. I also undertook 
cognitive assessments using WISC-IV, WIAT-II and WPPSI-III, which 
enabled me to strengthen my skills in tests administration and engaging 
young children in the testing procedures. I enjoyed the MDT working and 
liaising with professionals within the education system. I was also involved 
in making a referral to the Children’s Services due to the concerns about the 
welfare of one of my clients.
Older Adult Placement: April -  September 2012
I completed my Older Adult Placement in the community service for older 
persons and offered additional input to an integrated acute psychiatric ward 
for working age and older adult patients. I worked with individuals 
presenting with mental health difficulties (e.g. depression, obsessive 
hoarding, anxiety, persistent delusional disorder, BPD), dementia, and a 
combination of both. I also offered consultation to MDT members and staff 
in residential homes. With a trainee clinical psychologist, I co-facilitated an 
open patient discussion group on the acute ward, which enabled me to 
develop my skills in engaging clients with varying levels o f cognitive 
abilities and/or mental health difficulties and managing the group dynamics. 
I also assessed and supported a client through a transition from the inpatient 
to residential settings, closely liaising with Social Services throughout the 
process. I further developed my knowledge of the psychodynamic model 
and practised incorporating psychodynamic, systemic and CBT perspectives 
to create psychological formulations. I also undertook neuropsychological 
assessments using the WTAR, WAIS-IV, Graded Naming Test, Pyramids
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and Palm Trees Test, Doors and People Test, Hayling and Brixton Tests,
Trail Making subtest of the D-KEFS, and RBANS.
Specialist Placement: October 2012 -  March 2013
My Specialist Placement at CAMHS enabled me to develop significant 
knowledge and skills in utilising narrative therapy with children and 
adolescents and join a family therapy clinic as a reflective team member. I 
worked with clients presenting with mental health and developmental 
difficulties, including anger management, OCD, anxiety, low self-esteem, 
depression, ticks, ASD, and ADHD. I conducted Choice assessments and 
undertook a joint assessment of an adolescent following an episode of 
deliberate self-harm as part of the duty system. I also carried out a 
neuropsychological assessment of an adolescent with learning disability and 
participated in the psychodynamic case discussions. I contributed to the 
service development by jointly creating guidelines for incorporating 
systemic perspectives into cognitive assessments procedures and reports.
Learning Disability Placement: April -  September 2013
I am currently on my Learning Disability Placement working with adults 
from diverse ethnic, cultural and socio-economic backgrounds and with 
different levels of learning disability and communication abilities. I am 
conducting comprehensive assessments and structured observations of 
clients referred to the Service due to their challenging behaviours to 
formulate their difficulties and develop care plans. I also undertook a 
cognitive assessment of an individual with suspected learning disability. I
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offer therapy to clients experiencing travel phobia and OCD, who also have 
a diagnosis of ASD. In addition, I am working jointly with my supervisor 
supporting an individual with psychosis and ASD. I am predominantly using 
the CBT approach, but I have been able to incorporate narrative ideas into 
my clinical work with one client. Given the diverse levels of cognitive and 
communication abilities of the clients, I am appropriately adapting 
formulation and therapeutic interventions to maximise their effectiveness.
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The Titles of Case Reports 
and the Oral Presentation
94
Case Report One:
“Cognitive Behavioural Therapy with a Young Woman 
Presenting with Generalised Anxiety”
Case Report Two:
“Cognitive Behavioural Therapy with a Young Woman 
Presenting with Psyehosis and Depression”
Case Report Three:
“An Integrative Approaeh to the Treatment o f a Young 
Boy’s Posttraumatie Stress Symptoms within a Systemie 
Framework”
Oral Presentation:
“The use of direet and indireet modes o f working with an 
elderly elient and other professionals involved in her eare’
Case Report Four (Neuropsychological Case Report):
“Neuropsyehologieal Assessment o f an Adoleseent Boy 
with a Learning Disability”
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Service Related Research Project
97
Cognitive Behavioural Therapy and Family Intervention 
for Psyehosis in Adults -  Implementing the NICE Guideline 
for Sehizophrenia: An Audit
Service Related Research Project
July 2011 
Year I
The name of the service and any details that would enable identification of 
the service have been removed to ensure anonymity.
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Abstract
This study aimed to audit current practice of the Community Mental 
Health Team (CMHT) against the criteria set by the National Institute for 
Health and Clinical Excellence (NICE) guideline for schizophrenia with 
regard to CBT and family intervention. The audit was a part of a wider scale 
project assessing the extent to which services across the Trust offered these 
two evidence-based interventions to clients experiencing psychosis and their 
families.
There were 129 clients on the CMHT caseload when the audit had 
begun and 37 (28.7%) were included in the audit sample.
The findings of the study were disappointing. Available data 
indicated that only five clients had been offered CBT for psychosis within 
the identified two-year period and four engaged in therapy. However, none 
of these four clients received NICE compliant intervention due to the fact 
that CBT was delivered in a group format and/or lasted less than 16 
sessions. Only one (2.7%) client with psychosis received NICE 
recommended CBT when reviewing the preceding three years. No families 
received NICE recommended family intervention. One family, who was 
offered the family intervention, declined the offer.
The outcomes raised important questions with regard to the barriers 
to implementation of the evidence-based interventions and implications of 
failing to meet the NICE guidelines.
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It was intended that the findings of this study would help identify 
gaps in service provision. The results, alongside the recommendations, will 
be fed back to the service with the hope that they would facilitate necessary 
improvements in service delivery that would benefit clients, carers, and the 
CMHT staff.
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Introduction
Over the years, the terminology used to describe psychosis has been 
debated and resulted in different definitions (National Collaborating Centre 
for Mental Health [NCCMH], 2010; Velleman, Davis, Smith, & Drage, 
2007). Psychosis is not a diagnostic category per se, but a general term used 
to describe a range of experiences that indicate some loss of contact with 
reality (Velleman et al., 2007). These experiences may include: altered 
perception (hallucinations), false beliefs (delusions), confused thinking, and 
changes in affect and behaviour (Velleman et al., 2007). The term psychosis 
usually refers to such conditions as schizophrenia, bipolar disorder, or 
psychotic depression. Throughout this paper however, its use will be 
restricted only to schizophrenia and its related disorders^, as defined by the 
World Health Organisation (WHO, 1992).
Over the past decades, the view of the prognosis for psychosis, as 
well as its treatment, have changed (e.g. Jobe & Harrow, 2010).
Historically, schizophrenia was regarded as a severe, lifelong, and 
deteriorating illness (Jobe & Harrow, 2010; NCCMH, 2010). Until the 
1950s, individuals experiencing psychosis were treated in large asylums and 
remained there for much of their lives (NCCMH, 2010). The gradual closure 
of asylums introduced more community based treatments and 
pharmacological interventions. Although the new medications gave hope for 
a better life for people with psychosis, they had a number of limitations.
Schizoaffective disorder, schizophreniform disorder, and delusional disorder.
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including severe side effects, poor adherence to treatment, and limited 
response to some of them (NCCMH, 2010). The limitations of the 
pharmacological treatment and growing recognition of the importance of 
psychological processes in psychosis, have led the way for the development 
of psychological and psychosocial interventions for psychosis in recent 
decades (NCCMH, 2010; Velleman et al, 2007). A bio-psychosocial 
approach offers a more holistic view of psychosis and argues that the best 
outcomes may be produced by a combination of pharmacological and 
psychosocial interventions (Velleman et al, 2007).
Findings of the follow-up studies also challenge the historical view 
of psychosis as a lifelong illness with a progressive decline, suggesting that 
over half of people with schizophrenia have moderately good long-term 
global outcomes and a smaller proportion of individuals does not experience 
further relapses (Gaebel & Fromman, 2000; Harrison et al, 2001; Jobe & 
Harrow, 2005; as cited in NCCMH, 2010).
There is a clear need for comprehensive, high quality and effective 
care for individuals experiencing psychosis, which would help decrease the 
person’s vulnerability, alleviate distress, manage symptoms, reduce social 
occupational and interpersonal impairment, improve quality o f life and 
coping skills, or enhance treatment adherence (Berry & Haddock, 2008; 
NCCMH, 2010).
It is important that clients receive the highest quality mental health 
care across the NHS. The National Institute for Health and Clinical 
Excellence was established to improve clinical effectiveness and reduce
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variations in practices across the NHS (NCCMH, 2010). NICE provides 
guidelines for clients, professionals and the public and sets quality standards 
to improve client’s health, using the best available evidence (NCCMH, 
2010). It is the responsibility of the local Trusts to ensure that clients receive 
interventions recommended by NICE.
NICE recommends that cognitive behavioural therapy (CBT) for 
psychosis should be routinely offered to all people diagnosed with 
schizophrenia and its related conditions^ (NCCMH, 2009, 2010). Likewise, 
all families of people diagnosed with psychosis, living with or staying in 
close contact with a client, should also have access to family intervention 
(FI). Both interventions can be started either during the acute phase or later, 
including in inpatient settings.
NICE recommends that clients should receive at least 16 individual 
sessions of CBT (NCCMH, 2009, 2010). The sessions should follow a 
treatment manual and include certain components, such as monitoring 
thoughts, emotions and behaviours, or reducing distress.
According to the NICE guideline, FI should include the person with 
schizophrenia and take account of the relationship between the individual 
with psychosis and the main carer (NCCMH, 2009, 2010). It should include 
at least 10 sessions, either in a single-family or multi-family format, and be 
carried out for between three months and one year. FI should have a specific
’ As identified in the Introduction.
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educational, treatment or supportive function and include negotiated 
problem solving or crisis management work.
Aims and Objectives
This service related research project (SRRP) aimed to audit current 
practice in treatment of psychosis in adults^ in a community mental health 
team (CMHT). Specifically, it focused on the provision of CBT and family 
intervention, as recommended by the NICE guidelines (NCCMH, 2009, 
2010). The audit was a part of a wider scale project, assessing the extent to 
which mental health services across the Trust offered these two evidence- 
based psychological interventions to clients experiencing psychosis and 
their families, in accordance with the NICE recommendations. It was hoped 
that the findings would help identify gaps in service provision and facilitate 
necessary improvements in service delivery that would benefit clients, 
carers, and the CMHT staff.
The objectives of this SRRP were specified as follows;
1. To identify what proportion of clients experiencing psychosis had 
been offered CBT for psychosis.
2. To identify what proportion of clients experiencing psychosis had 
completed at least 16 sessions of NICE recommended CBT for 
psychosis.
18 years and older
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3. To identify what proportion of clients experiencing psychosis had 
been offered FI for psychosis.
4. To identify what proportion of clients experiencing psychosis had 
completed at least 10 sessions of NICE recommended FI for 
psychosis.
Methods/Procedures
Setting
The audit was carried out in the CMHT within a loeal NHS Trust, 
where the auditor had been undertaking adult placement.
Ethical Considerations
A clinical audit by its nature and definition does not require a formal 
ethieal review (Department of Health, 2009; National Research Ethics 
Service, 2009); therefore ethical approval was not sought for this study.
Procedure
The audit was carried out between January and May 2011. The 
project was designed to follow a series of stages:
1. Identification of the total number of clients on the CMHT caseload 
on a specified date.
2. Identification of the number of clients with a diagnosis of 
schizophrenia and its related disorders on the CMHT caseload.
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3. Identification of the number of clients experiencing psychosis who 
had been offered CBT and/or FI for psychosis within the identified 
two-year period.
4. Identification of the number of participants who received NICE 
recommended CBT and/or FI for psychosis within the identified 
two-year period.
5. Data analysis and interpretation of the results.
6. Presentation of the results -  writing a report and providing feedback 
to the service.
Initially, the auditor identified the total number of clients on the 
CMHT caseload on a specified date (29 January 2011). The CMHT 
caseload was compiled by the Team Leader with the use of an electronic 
system and handed to the auditor as separate lists of active cases for each 
care coordinator in the team.
The auditor then arranged to meet individually with care 
coordinators and asked them to identify clients with psychosis on their 
caseloads, as of 29 January 2011 (even if their active caseloads had changed 
since then). Only these clients were included in the audit. All care 
coordinators were specifically instructed to exclude clients diagnosed with 
bipolar disorder, mania or psychotic depression. Both, the total caseload and 
the number of clients experiencing psychosis were then recorded in the audit 
tool (see Appendix A).
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During the next stage of the process, the auditor gathered data from a 
variety of sources (including electronic records, paper case notes, and 
individual discussions with care coordinators) to identify the number of 
clients who had been offered CBT and/or FI for psychosis within the last 
two years. To aid this process, the auditor used the audit tool (see Appendix 
B), jointly designed with colleagues simultaneously auditing other services 
within the Trust. At the same time, the auditor also collated demographic 
data about the identified sample. The majority of data was gathered from 
electronic and paper records; however care coordinators were consulted in 
instances when clarification was needed.
The auditor then compiled all data and analysed it with the use of 
descriptive statistics produced by SPSS. Once this process had been 
completed, the results were interpreted. The auditor had arranged to present 
the results to the CMHT team on 13 July 2011 (see Appendix C).
Participants
It was identified that on 29 January 2011, when the audit had begun, 
there were 129 clients on the CMHT caseload. In total, 37 (28.7%) of these 
clients had a diagnosis of schizophrenia, sehizoaffeetive disorder or a 
general diagnosis o f “psychosis”  ^and were included in the audit sample.
The mean age of the sample was 44 years and the range was 23 to 68 
years. Other demographic data of the sample is presented in Table 1.
But not indicating mania, bipolar disorder, or psychotic depression.
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Table 1
Demographic Characteristics o f the Audit Sample
Variable Frequency (N=37) %
Gender
Male 21 56.8
Female 16 43.2
Age
23-39 16 43.2
40-59 14 37.8
60-68 7 18.9
Ethnicity
White -  British 30 81.1
White -  other White background 3 8.1
Missing data 4 10.8
Living arrangements
On their own 20 54.1
With partner/family 8 21.6
With parents 4 10.8
Other^ 3 8.1
Missing data 2 5.4
Employment status
In employment 6 16.2
Voluntary work 4 10.8
Retired 2 5.4
Unemployed 21 56.8
In part-time education 2 5.4
Missing data 2 5.4
Receiving benefits
Yes 30 81.1
No 4 10.8
Missing data 3 8.1
Note. Education level was not included due to insufficient data.
^Residential home, rehabilitation hospital, or shared accommodation with others 
than family. ‘’Part-time or full-time.
Table 2 presents other characteristies of the sample. The date of the 
first contact with secondary services was not consistently available; 
therefore the date of the most recent registration with the CMHT was used 
instead. For these clients who had had mental health inpatient admissions in
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the last two years, the mean length of an inpatient stay was 114 days 
(SD=111.5). Three clients were still inpatients on 20 May 2011.
Table 2
Other Characteristics o f  the Audit Sample
Characteristic Frequency (N=37) %
Diagnostic category
Schizophrenia 27 73.0
Schizo-affective disorder 5 13.5
Not-speeified psychosis 5 13.5
Registration with the CMHT
<2000 4 10.8
2000-2005 14 37.8
2006-2010 12 32.4
2011 0 0.0
Missing data 7 18.9
Current risk
Level 1 33 89.2
Level 2 2 5.4
Missing data 2 5.4
Number of recent inpatient admissions
0 21 56.8
1-2 10 27.0
3-4 5 13.5
5-6 1 2.7
Analysis and Results
All data was analysed with the use of descriptive statistics produced 
by SPSS. This section presents the results.
The results included only participants whose records clearly 
documented that they had been offered and/or received CBT and family 
intervention for psychosis. The results did not include clients receiving other 
forms of psychological interventions.
I l l
The audit covered only the last two years, therefore CBT and FI 
offered and delivered before 2009 were not included in the study.
Cognitive Behavioural Therapy
The NICE guideline reeommends that CBT should be offered to all 
people with schizophrenia (NCCMH, 2009, 2010).
The results indicated that only five (13.5%) of the total sample (37) 
were offered CBT for psychosis within the last two years and four (10.8%) 
engaged in therapy. Table 3 presents the extent to which participants 
received NICE recommended CBT (NCCMH, 2009, 2010).
Table 3
Adherence to NICE recommended CBT for psychosis (NCCMH, 2009, 
2070)
Variable i•S-
1
Ph
(N
1
O
1
1t
Ph
m
1
f
cn
I
1f
P h
Delivered on one-to-one basis Yes Yes No Yes Yes No
16 planned sessions or more No No No No No No
Followed a treatment manual N/K N/K N/K N/K N/K N/K
Included at least one: Yes Yes Yes Yes Yes N/K
- monitoring thoughts, feelings or
behaviours;
- promoting alternative ways of
coping with the target symptom;
- reducing distress;
- improving functioning.
Summary: overall adherence to No No No No No No
NICE recommended CBT
Note. N/K = not known due to insufficient data.
^Two separate courses of CBT accepted by the same participant within a 2-year 
period.
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Analysis of the above results showed that none of the four 
participants, who were offered and engaged in CBT within the last two 
years, received NICE compliant CBT for psychosis.
In addition, one client was offered CBT for psychosis in 2008 
(outside of the audit period) and was still receiving CBT compliant with the 
first edition of the NICE guideline until February 2009 (NCCMH, 2003).
The results showed that only one (2.7%) participant of the whole 
sample received NICE compliant CBT when reviewing the preceding three 
years.
Family Intervention
The NICE guideline recommends that FI should be offered to all 
families of people with schizophrenia who live with or are in close contaet 
with the client (NCCMH, 2009, 2010).
It was identified that 31 (83.8%) families of individuals experiencing 
psychosis were suitable for FI: 12 (32.4%) lived and further 19 (51.4%) 
were in contaet^ ^  with a participant. There was only one record of a family 
being offered FI; however this opportunity was not taken up by the family. 
Other families were neither offered, nor received NICE recommended FI.
It was difficult to identify whether clients and their family members were in „close” 
contact or not, therefore all instances where family members were mentioned as being 
involved in client’s care were assumed to be “close”, unless explicitly defined otherwise.
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Three (8.1%) families were not suitable for family intervention. 
There was insuffieient data to comment on suitability for FI of three (8.1%) 
other families.
Discussion
This study aimed to audit current practice of the CMHT against the 
criteria set by the NICE guideline for schizophrenia with regard to CBT and 
family intervention.
The findings of the study were disappointing. Available data 
indicated that only five clients were offered CBT for psychosis within the 
identified two-year period and four engaged in therapy. However, none of 
these four clients received NICE compliant intervention due to the fact that 
CBT was delivered in a group format and/or lasted less than 16 sessions. 
Only one client with psychosis received NICE recommended CBT when 
reviewing the preceding three years. No families received NICE 
recommended family intervention (with one family who declined the offer).
The outcomes raised important questions with regard to the barriers 
to implementation of the evidence-based interventions and implications of 
failing to meet the NICE guidelines.
As outlined by the Department of Health (DH, 2002), CMHTs have 
several key roles. Provision of psychological therapies is listed as one of 
many CMHT fimetions. DH (2002) makes a valid point that provision of
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psychological interventions should depend on client’s needs, staff training 
and expertise, and available resources.
NICE clearly outlines that its recommendations are “not a substitute 
for professional knowledge and clinical judgement” (NCCMH, 2010, p. 11). 
A meta-analysis carried out by Wykes, Steel, Everitt, and Tarrier (2008) 
found no evidence of any difference in effect size between individual and 
group CBT for psychosis. Therefore, reported in this study eases of a group 
CBT, or a shorter than 16 sessions individual CBT, have possibly been 
based on a clinical judgement and have accounted for the individual needs 
of a client.
Nonetheless, while the NICE guideline reeommends that CBT is 
offered to all clients with psychosis, the results showed that only a small 
proportion of participants was offered this intervention. Additionally, no 
families received FI. Therefore, there is a question of whether clients with 
psychosis are considered to be in need of CBT and FI, and whether they are 
referred for psychological input in the CMHT as frequently as individuals 
with other types of mental health difficulties.
Staff training and expertise, as well as available resources also must 
play a vital role in the delivery of psychological interventions. DH (2002) 
indicates that provision of psychological intervention does not need to be 
restricted to clinical psychologists. Therefore, other staff must be supported 
to undertake this role -  through appropriate training and ongoing clinical 
supervision. In this particular CMHT, the clinical psychologist was not only 
employed on a part-time basis, but there was also no psychology provision
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to the service for a total of almost six months within the last two years. Such 
limitations in resources, both in terms of direct clinical work, as well as 
consultation and supervision, might have affected the availability of 
psychological interventions for psychosis.
Recommendations
It was intended that the findings of this study would help identify 
gaps in service provision and facilitate necessary improvements in service 
delivery that would benefit clients, carers, and the CMHT staff. Several 
recommendations had been identified to aid this process.
Service-level recommendations:
• To increase awareness of the potential benefits of 
psychological interventions for psychosis among the CMHT 
staff, clients and their families.
• To ensure that the CMHT has an appropriate and consistent 
level of psychology input.
• To offer appropriate training opportunities for CMHT staff to 
develop therapeutic skills in CBT and FI.
• To offer appropriate support (i.e. clinical supervision and 
consultation) to staff delivering CBT and FI.
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Record keeping:
o To encourage staff to include the number of delivered and 
planned therapy sessions and clearly define therapy mode (if 
appropriate) in clients’ records.
o To ensure that a front page of the client’s file contains all 
demographic data and is kept up to date.
The results, alongside the recommendations, will be fed back to all 
CMHT staff during a team meeting in a form of a short presentation. A 
discussion of the results will be encouraged by the auditor to explore team 
members’ views on possible barriers to implementation of CBT and FI for 
psychosis and the implications of a limited psychological input for clients 
with psychosis, carers and staff themselves.
In the current NHS climate, there is a high pressure on services. 
However, as highlighted in the introduction, the services cannot rely on 
medication as the only treatment option for psychosis. It is vital to ensure 
that clients and their families have access to psychological interventions to 
aid their recovery, prevent relapses or reduce the number of inpatient 
admissions (Berry & Haddock, 2008; NCCMH, 2010). It is hoped that the 
audit results, however disappointing, will promote CBT and FI as treatment 
options for clients with psychosis and highlight the need for sufficient 
resources, training and supervision to implement these interventions.
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Appendix A: Audit Tool -  Part 1 (General Information)
Service:
Team:
Start date:
Caseload total:
Number of clients with psychosis:
Diagnostic categories:
1. Schizophrenia
2. Schizophreniform
3. Sehizo-affective disorder
4. Delusional disorder
5. Not-speeified psychosis
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Appendix B: Audit Tool -  Part 2
Patient
identifier:
Sex:
□Male
□Female
Age:
Diagnostic category:
□ Schizophrenia
□ Schizophreniform
□ Sehizo-affective disorder
□Delusional disorder
□Not-speeified psychosis
Date of first contact with secondary services:
Ethnicity:
A : White
□ British
□ Irish
□ Any other White background (please write in)
B : Mixed
□ White and Black Caribbean
□ White and Black African
□ White and Asian
□ Any other mixed background (please write in)
C : Asian or Asian British
□ Indian
□ Pakistani
□ Bangladeshi
□ Any other Asian background (please write in)
D : Black or Black British
□ Caribbean
□ African
□ Any other Black background (please write in)
E : Chinese or other ethnic group
□ Chinese
□ Any other (please write in)
Not stated
□ Not stated
Living Arrangements:
□On their own
□ With partner/Family
□ With parents
□Residential home
□Other -  specify
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Employment status:
□Part time - paid
□Full time - paid (>30hours/week)
□Voluntary - part time
□Voluntary - full time
□Retired
□Unemployed
□Education - part time
□Education - frill time
Receiving benefits?
□Yes
□No
Education level:
□No formal education 
□GCSE
□ Further education (A-levels, NVQ etc.)
□ Higher education (degree) 
□Postgraduate
Current risk:
□Level 1 
□Level 2 
□Level 3
Number of recent (within 2 years) inpatient admissions: 
Total length of admission within the past 2 years (in days):
Additional information:
CB r INTERVENTIONS
IN PREVIOUS 2 YEARS: Yes No
Was the person offered CBT?
Details of CBT offer (i.e. who offered it):
Was the offer accepted?
Give details if not accepted:
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Source of referral (requested by patient, suggested by staff member?):
FOR THOSE SERVICE USERS WHO ACCEPTED OFFER OF CRT, 
WAS IT:
Delivered on a one-to-one basis
Details of the above:
Delivered over a minimum of 16 planned 
sessions?
Details of the above:
How many sessions in total were offered to date?
Did it follow a treatment manual?
Details o f the above (which manual):
Profession of a person offering CBT:
Has the professional had any CBT training/qualifications?
Supervision of the CBT work (evidence of CBT supervision? frequency 
of supervision? profession/qualifications of the supervisor?):
DID IT INCLUDE AT LEAST ONE OF THE FOLLOWING:
People monitoring their own thoughts, feelings or 
behaviours with respect to their psychotic 
symptoms?
Details o f the above:
Promoting alternative ways of coping with target
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symptoms?
Details of the above:
Reducing distress with respect to their psychotic 
symptoms?
Details o f the above:
Improving functioning with respect to their 
psychotic symptoms?
Details of the above:
Identifying and working with core beliefs or 
schemas related to distressing psychotic 
experiences:
Details of the above:
Using mindfulness and acceptance principles and 
practice as an alternative way of responding to 
distressing psychotic experiences
Details of the above:
Identifying and evaluating beliefs about psychotic 
experiences (e.g. beliefs about voice power and 
control)
Details of the above:
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FAMILY INTERVENTION
IN PREVIOUS 2 YEARS: Yes No
Does the person live with, or is the person in close 
contact with, their family?
If ‘Yes’, were the family offered family 
intervention?
IF THE FAMILY HAD FAMILY INTERVENTIO N:
Did it include the person with psychosis?
If “not” - why?
Was it carried out for between 3 months and 1 
year?
If “not” - why?
Did it include at least 10 planned sessions?
If “not” - why?
Did it take account of the whole family’s 
preference for either single or multi-family 
intervention?
Did it take account of the relationship between 
the main carer and the person with psychosis?
Did it have a specific supportive, educational or 
treatment function?
Did it include negotiated problem solving or crisis 
management work?
Profession of person offering family intervention:
Qualifications/training of person/people offering family intervention:
Supervision of the family intervention (evidence of family intervention
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supervision? frequency of supervision? profession/qualifications of the 
supervisor?)
Additional information:
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Appendix C: Presentation of the Results (Confirmation)
9'” June 2011
□earl
Thank you for arranging to present the results of your Service Related Research 
Project to the Team at 0 0 0 0 0  CMHT on W ednesday, 13*'’ July 2011 at 
12.30pm.
Consultant Clinical Psychologist
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From:
09 June 201116:4Sent:
Subject: WEDNESDAY 13 JULY:!
['/ill be feeding back her research to the team at 12.30 pm on Weds 13 July. Please pul in 
your diaries.f : if
Thanks.
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Appendix D: Evidence o f Feedback
22 January 2013
Monika Kempa 
t  raihëè Clinical Psychbiogist
Dear Monika
This letter is to confirrri that you presented the results of your SSRP, an Audit of the team’s  level of 
Implementation of the NICE guideline for Schizophrenia by offering CBT and Family Interventions 
for Psychosis in Adults to the multi-professional team at Community Mental Health
Team on 13 July 2011.
I found the presentation interesting and informative, and I thought your presentation style was botti 
accessible and professional. I know the research results were well received by the team.
Thank you for offering this feedback to the team.
Yours sincerely
Consultant Clinical Psychologist
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Abstract
Objectives: Trauma-focused cognitive behavioural therapy (TF-CBT) is an 
established and efficacious treatment for PTSD, although little is still known 
conclusively about the mechanisms of change in this therapy. This study 
sought to add a new perspective to this area by exploring clients’ 
experiences and understanding of TF-CBT for PTSD.
Design: A qualitative perspective was employed in the study. Sampling and 
data analysis procedures followed Charmaz’s (2006) constructivist 
grounded theory approach.
Method: Ten participants were interviewed in total. Transcripts were 
analysed according to grounded theory guidelines. A theoretical sampling 
strategy (Charmaz, 2006) was introduced to develop and refine interviews 
and allow further exploration of the categories emerging from the data.
Results: A preliminary model of clients’ understanding of TF-CBT for 
PTSD emerged from the analysis. Four related core categories were 
developed: “therapeutic relationship”, “techniques and interventions”, 
“process and delivery”, and “change”.
Conclusions: All participants reported changes resulting from TF-CBT and 
strongly recommended this treatment to others. The therapeutic relationship 
and specific interventions were perceived as necessary in producing change 
but neither of these ingredients alone were sufficient in leading to successfiil 
outcomes. Implications for clinical practice and friture research were 
considered.
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Introduction
What is Posttraumatic Stress Disorder?
Posttraumatic stress disorder (PTSD) can develop in response to 
traumatic events, such as physical assault, rape, or serious accidents 
(American Psychiatric Association [APA], 2000; Breslau, 2009). Symptoms 
of PTSD include intrusive and recurrent re-experiencing of the trauma, 
avoidance of stimuli resembling the event and numbing, and hyperarousal 
(APA, 2000).
Whilst thé majority of people recover from exposure to trauma 
without intervention, research shows that, depending on the type and 
severity of the trauma, as well as situational and personal factors (Breslau, 
2009; Schnurr, Friedman, & Bernardy, 2002), a proportion of individuals 
are likely to develop PTSD. Rape and serious physical assault are among the 
stressful events most highly associated with this condition (Breslau, 2009; 
Bronner et al., 2009). In the majority of cases, PTSD is accompanied by 
other co-morbid disorders, such as depression, and if left untreated, it may 
become a chronic condition (Schnurr et al., 2002).
Psychological Models of PTSD
Since the official recognition of PTSD in the third edition of the 
Diagnostic and Statistical Manual of Mental Disorders (APA, 1980), a 
substantial amount of research has been conducted to further conceptualise 
this condition. This section will provide an overview of the three most 
prominent psychological theories of PTSD. These models propose not only
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why some individuals develop persistent PTSD while others recover 
naturally, but also outline related treatment frameworks for this condition.
Emotional processing theory. Developed by Foa and Kozak (1986) 
and elaborated by Foa and colleagues (e.g. Foa & Riggs, 1993; Foa & 
Rothbaum, 1998; Foa, Steketee, & Rothbaum, 1989), the emotional 
processing theory (EPT) postulates that chronic PTSD results from the 
failure to successfully process the traumatic experience. The original 
conceptualisation of EPT proposed that pathological fear structures (Foa & 
Kozak, 1986; Lang, 1977) underlie various anxiety disorders. Fear 
structures were described as networks in memory that serve as “blueprints” 
for responding to threat. Foa and Kozak (1986) postulated that in contrast to 
normal (adaptive) fear structures, pathological fear structures contain 
excessive responses (e.g. physiological arousal or avoidance), are inflexible 
to change, and consist of erroneous associations, leading to harmless stimuli 
or responses being interpreted as dangerous.
EPT was elaborated in the context of specific anxiety disorders. Foa 
and Riggs (1993), who applied this theory to PTSD, postulated that the 
development of chronic PTSD depends on three interrelated factors: pre­
trauma schemas about the world and the self, the person’s memory of the 
trauma, and the person’s memory of post-trauma experiences. They argued 
that the emotional processing of the trauma may become impeded when the 
traumatic event contradicts extremely positive schemas of safety and 
competence or confirms exaggerated schemas of danger and incompetence.
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Individuals with “flexible” schemas are believed to be less likely to develop 
PTSD (Foa & Riggs, 1993).
Another factor believed to prevent emotional processing relates to 
the person’s memory of the trauma itself. Foa et al. (1989) proposed that a 
specific fear structure is created during a trauma. In contrast to other fear 
memories, fear structures of individuals with PTSD are believed to include 
more intense fear responses, have a particularly large number of 
representations and a lower activation threshold, and be fragmented and 
disorganised (Foa & Riggs, 1993; Foa et al., 1989). Foa and Riggs (1993) 
proposed that unless the traumatic experience is successfully processed, the 
trauma representations will continue to prime threat schemas, reinforcing 
the perception of danger and incompetence.
Finally, negative interpretations of other people’s reactions or the 
initial PTSD symptoms were also suggested to hinder emotional processing 
of the trauma (Foa & Riggs, 1993; Foa & Rothbaum, 1998). Engaging in 
cognitive and behavioural avoidance to manage distress caused by the re- 
experiencing symptoms creates a vicious cycle, as it prevents the natural 
processing of the trauma and paradoxically reinforces PTSD symptoms.
This in turn is interpreted as a confirmation of a person’s incompetence. 
Similarly, interpretation o f other people’s responses as uncaring or blaming 
strengthens the individual’s belief about their inability to cope and their 
perception of the world as dangerous.
EPT highlights that PTSD treatment should aid emotional processing 
of the trauma (Foa & Riggs, 1993). For this to happen, the fear structure
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must be fully activated and its abnormal parts need to be replaced with 
realistic information relating to the self and the world.
Dual representation theory. Dual representation theory (Brewin, 
2001; Brewin, Dalgleish, & Joseph, 1996; Brewin, Gregory, Lipton, & 
Burgess, 2010) postulates that memories of a traumatic event are stored in 
two parallel representational formats.
Originally, the model proposed that information that the person has 
consciously attended to before, during and after the traumatic event is stored 
in the verbally accessible memory (VAM) system (Brewin, 2001; Brewin et 
al., 1996). The VAM memories (VAMs), processed via the hippocampus, 
are temporally and spatially contextualised and integrated with other 
autobiographical memories. They can be deliberately retrieved and verbally 
communicated, although the amount of information in this format is limited 
as high levels of arousal experienced during the traumatic event restrict the 
amount of data that can be registered.
Information obtained fi-om a broader, low-level perceptual 
processing of the traumatic scene is represented in the situationally 
accessible memory (SAM) format. The SAM memories (SAMs) lack a 
verbal representation and are difficult to communicate. They contain 
extensive visual or auditory information about the trauma scene and bodily 
reactions to the trauma, hence flashbacks -  a hallmark feature of this system 
-  are more detailed and emotionally charged compared to other memories 
(Brewin, 2001; Brewin et al., 1996). SAMs are only activated involuntarily 
by reminders of the traumatic event. Brewin (2001) proposed that
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information in this system is encoded via pathways independent of the 
hippocampus. As such, the memories lack the temporal and spatial context 
and are experienced as if they were happening “here and now”.
Successful trauma resolution involves creating detailed VAMs, fully 
integrated with the pre-trauma knowledge base (Brewin, 2001; Brewin et 
al., 1996). Deliberate focusing on flashbacks facilitates the transfer of 
trauma information from the SAM system and re-encoding it in the VAM 
storage (Brewin, 2001). Creating detailed VAMs, incorporating the SAM 
features, was suggested to result in a more effective inhibition of the 
amygdala, preventing the fear system activation (Brewin, 2001). Successful 
adaptation to trauma also entails conscious processing of trauma 
information within the autobiographical memory (VAM system). Gradual 
embellishment and reorganisation of the pre-existing knowledge allows 
integration of discrepant information and helps reduce negative emotions 
stemming from appraisals of the trauma (Brewin, 2001). Failure to 
accomplish either of the two above described processes results in chronic 
PTSD (Brewin, 2001; Brewin et al., 1996).
This theory was subsequently revised (Brewin et al., 2010) in the 
context of a neural system model of normal (healthy) memory and imagery. 
The two types of memory systems are now referred to as contextual memory 
(C-memory) and sensation-based memory (S-memory), and their respective 
representations as C-reps and S-reps, rather than VAMs and SAMs (Brewin 
et al, 2010). The visual imagery can be represented as C-reps, which are 
consciously accessible, allocentric, flexible, and contextualised or as
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sensation-bound, egocentric, inflexible, involuntarily triggered, and 
emotionally and physiologically charged S-reps (Brewin et al, 2010). Both 
representations can interact in the precuneus via egocentric imagery, which 
can be activated top-down by the C-system or bottom-up by the S-system 
(Brewin et al, 2010).
According to the revised model, flashbacks arise when enduring S- 
reps are formed following a traumatic event, without being integrated with 
corresponding C-reps (Brewin et al, 2010). Whilst healthy encoding of 
information is suggested to result in building associations between C-reps 
and S-reps, PTSD is characterised by formation of relatively weaker C-reps, 
relatively stronger S-reps, and impaired connection between these 
representations. This prevents contextualisation of trauma memory and 
impedes the top-down regulation of the S-reps.
The revised theory outlines the neural basis for specific treatment 
interventions. For example, exposure-based treatment is assumed to 
facilitate transfer of information from S-reps to C-reps and its integration 
with autobiographical memory. This intervention is also suggested to allow 
hippocampal processing and contextualisation of S-reps and alteration of the 
associations between C-reps and the existing knowledge.
Cognitive model of PTSD. The cognitive model, developed by 
Ehlers and Clark (2000) synthesises previous cognitive-behavioural theories 
of PTSD (see Ehlers & Clark, 2000). The authors proposed that chronic 
PTSD develops when the traumatic event is processed in a way that evokes 
a sense of a serious current threat. They identified two key processes that
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create this effect: excessive negative appraisals of the trauma and/or its 
sequelae and the nature of the trauma memory itself.
Ehlers and Clark (2000) described various idiosyncratic appraisals 
that produce a sense of a current danger, thus contributing to the 
maintenance of PTSD. These can be associated with the traumatic event, 
PTSD symptoms, other people’s reactions, and consequences of the trauma 
on one’s life. The authors also postulated that traumatic memories are 
poorly elaborated and insufficiently integrated into autobiographical 
memory. According to Ehlers and Clark, this explains the observed 
difficulties in intentional retrieval of a complete and coherent trauma 
narrative, the lack o f temporal context and experiencing the trauma as 
occurring in the present, the absence of connection with subsequently 
acquired information (e.g., “I have survived”), and an easy activation by 
similar cues.
Ehlers and Clark also suggested that chronic PTSD is characterised 
by particularly strong associations for traumatic material and strong 
perceptual priming (a type of non-declarative memory) for stimuli 
temporally associated with the traumatic event. These mechanisms increase 
the likelihood of involuntary and cue-driven retrieval. Individuals may be 
unaware what activates the trauma memory, thus this may magnify the 
sense of a current threat.
The cognitive model o f PTSD incorporates a number of factors that 
influence the nature of the trauma memory. For instance, engaging mainly 
in data-driven (perceptual) as opposed to conceptual (focused on
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contextualised meaning) processing during the trauma is likely to result in 
persistent PTSD (Ehlers & Clark, 2000; Roediger, 1990). Examples of other 
factors impeding the formation of an organised trauma memory include 
emotional numbing or dissociation.
According to this model, individuals employ a range of behavioural 
and cognitive strategies, such as avoidance, to reduce perceived current 
threat and cope with distressing symptoms. Ehlers and Clark (2000) argued 
that these strategies maintain PTSD by directly exacerbating PTSD 
symptoms or by preventing the elaboration of the trauma memory and 
disconfirmation of the negative appraisals of the trauma and its sequelae.
Ehlers and Clark proposed that several background factors, such as 
characteristics of the trauma, previous traumatisation, or prior beliefs might 
also influence cognitive processing during the traumatic situation, nature of 
the trauma, negative appraisals, and coping strategies used to control PTSD 
symptoms.
The model suggests that treatment should focus on: elaborating the 
trauma memory and integrating it with other autobiographical information, 
modifying negative appraisals that maintain the sense of current threat, and 
dropping dysfunctional cognitive and behavioural strategies.
Trauma-focused Cognitive Behavioural Therapy for Treatment of 
PTSD
Trauma-focused cognitive behavioural therapy (TF-CBT) is one of 
two first line psychological treatments of PTSD recommended by the
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National Institute for Health and Clinical Excellence, the other being eye 
movement desensitisation and reprocessing (EMDR; National Collaborating 
Centre for Mental Health [NCCMH], 2005).
There are a range of trauma-focused CBT models for treating PTSD 
(see NCCMH, 2005). All of these approaches focus on processing the 
trauma memory and its associated meanings and offer psycho-education to 
normalise PTSD symptoms (NCCMH, 2005). However, they differ by the 
emphasis assigned to therapeutic interventions that are suggested to 
facilitate recovery, such as exposure, cognitive techniques, or memory 
reprocessing (e.g. Ehlers & Clark, 2000; Foa & Rothbaum, 1998, Resick & 
Schnicke, 1993). Given the brevity o f this publication, the main TF-CBT 
programs will be explored in more detail here.
Prolonged exposure. Prolonged exposure therapy (PE; e.g. Foa & 
Rothbaum, 1998; Foa, Hembree, & Rothbaum, 2007), which emerged from 
the emotional processing theory of PTSD (e.g. Foa & Riggs, 1993), aims to 
help the client process the traumatic event. This manualised treatment 
consists of four elements: psycho-education, breathing retraining, repeated 
in vivo^^ exposure and prolonged imaginai exposure to trauma memories 
(Foa & Rothbaum, 1998; Foa et al., 2007). Therapy is normally delivered 
over eight to 15 individual sessions, each lasting between 60 to 90 minutes 
(Foa, 2011).
hn real life.
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Psycho-education is used to explain the treatment rationale and to 
normalise clients’ symptoms by exploring common reactions to trauma, 
whereas breathing retraining aims to provide clients with skills to manage 
anxiety in everyday life. In order to activate and modify pathological fear 
structures maintaining PTSD, clients are repeatedly confronted with feared 
external situations and trauma images (Jaycox, Zoellner, & Foa, 2002). This 
begins in early sessions and continues throughout the treatment. In vivo 
exposure is discussed in sessions and then clients are required to complete 
various exercises as homework. This involves gradually facing safe places, 
situations and activities that were avoided as a result of the trauma. 
Prolonged imaginai exposure requires the clients to visualise the traumatic 
event in session, whilst recalling it aloud. This is followed by a discussion to 
further facilitate the processing of thoughts and emotions associated with 
the trauma (Foa et al., 2007). Each narrative is audio-recorded and clients 
are asked to listen to the recording on a daily basis as homework. Both 
forms of exposure are considered to be the key elements of this therapy.
There is a strong and extensive evidence from randomised controlled 
trials (RCTs), involving various trauma groups, of the efficacy and 
effectiveness of PE in treating PTSD and its co-morbid disorders, such as 
depression or anxiety (e.g. Bryant, et al., 2008; Foa et al., 2005; Rauch, 
Eftekhari, & Ruzek, 2012; Schnurr, et al., 2007; see also Foa et al, 2007). 
PE was also shown to be a highly effective treatment for PTSD and related 
symptoms (e.g. depression) in a recent meta-analytic review (Powers, 
Halpern, Ferenschak, Gillihan, & Foa, 2010).
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Studies examining change in PE reported that PTSD symptom 
reduction was associated with the decrease in dysfunctional cognitions and 
between-session habituation of anxiety resulting from imaginai exposure 
(Foa & Rauch, 2004; van Minnen, & Hagenaars, 2002). There is 
preliminary evidence that reduction in symptoms might lead to change in 
cognitions (Hagenaars, van Minnen, & de Rooij, 2010), nonetheless the 
causal relationships in PE require further investigation. There is an ongoing 
debate about the benefits of combining exposure and cognitive therapy (CT; 
see Bryant et al., 2008). Whilst Foa et al. (2005) found that PE alone and PE 
combined with CT were highly effective and superior to wait-list in 
ameliorating symptoms of PTSD and depression, this study also showed -  
consistent with some other research (see Foa et al, 2005) -  that the addition 
of CT to PE did not enhance the improvement. This contrasts with the 
results of Bryant et al.’s (2008) RCT which demonstrated that combined 
imaginai exposure, in vivo exposure and cognitive restructuring (CR) led to 
better outcomes in treatment of PTSD and depression than exposure alone. 
Bryant et al. (2008) proposed that CR might have been more effective in 
modifying pathological cognitions than exposure, which would explain the 
higher improvement rates in the combined treatment condition. However, 
this is inconsistent with the results of the studies which reported reduction in 
negative cognitions following exposure only (Hagenaars et al, 2010; Foa & 
Rauch, 2004). At the same time, it has been acknowledged that the active 
treatment conditions employed in studies that did not report augmenting 
effects of CT might not have allocated sufficient time for the 
implementation of cognitive interventions, therefore preventing the
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additional benefits of CT to be seen (Foa & Rauch, 2004). None of the 
above studies provided a definite explanation of the reported discrepancies 
and the debate about the factors underlying change in PE remains open.
Cognitive processing therapy. Cognitive processing therapy (CPT) 
was initially developed as treatment of PTSD resulting from sexual assault 
(Resick & Schnicke, 1993), but has been since implemented with 
individuals who experienced other traumatic events (Resick, Monson, & 
Chard, 2008). CPT is based on information processing theory (Lang, 1977), 
later elaborated in the context of PTSD by Foa et al. (1989). This 
manualised treatment comprises of 12 weekly sessions and can be delivered 
in individual, group, or combined group and individual formats (Chard, 
Ricksecker, Healy, Karlin, & Resick, 2012). CPT consists of both exposure 
(writing and reading trauma accounts) and cognitive interventions, although 
the main emphasis is placed on the latter (Resick & Schnicke, 1993; Chard 
et al., 2012). These interventions aim to help the client develop a more 
balanced view of the traumatic event. The initial stages (sessions one to 
seven) focus on psycho-education about theoretical background for CPT and 
PTSD, investigating the meaning of the trauma and writing the trauma 
account, identifying relationships between thoughts, feelings and events, 
and learning skills to challenge problematic beliefs {stuckpoints). Clients 
are asked to complete weekly homework. The remaining sessions focus on 
examining cognitions in five main areas: safety, trust, power/control, self­
esteem, and intimacy (Resick & Schnicke, 1993). The meaning of the 
trauma is explored again in a written and verbal form at the end of therapy.
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CPT was demonstrated to be an efficacious and effective treatment 
for PTSD resulting from rape, child abuse, and military trauma and co- 
morbid difficulties, such as depression (e.g. Chard et al., 2012; Forbes et al, 
2012; Resick, Nishith, Weaver, Astin, & Feuer, 2002; Surfs, Link-Malcolm, 
Chard, Ahn, & North, 2013).
CPT was found to be equally efficacious in treatment of PTSD as PE 
(Resick et al, 2002). Both treatments were reported to produce changes in 
cognitions, although CPT had better outcomes on specific guilt subscales. A 
study by Gallagher and Resick (2012) provided preliminary evidence that 
change in CPT and PE may be dependent on different mechanisms. They 
proposed that CPT promotes recovery from PTSD by addressing 
dysfunctional cognitions related to the trauma, whilst habituation was 
suggested to be a mechanism of change in PE (Gallagher & Resick, 2012). 
The cognitive shift reported in this research was measured by changes in 
hopelessness beliefs. One of the limitations o f this study was the lack of 
within-treatment measures of hopelessness, meaning that it could not be 
evidenced that the changes in hopelessness temporally preceded the changes 
in PTSD symptoms. However, Gilman, Schumm, and Chard (2012) were 
able to demonstrate this temporal relationship in their research, suggesting 
that hope was a non-specific mechanism of change in CPT. These results are 
promising, as both studies achieved similar outcomes with different 
populations, however, more research is needed to further evaluate these 
proposals and address a number of limitations of these studies. For example, 
Gallagher & Resick (2012) only measured subjective levels of distress in the
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PE condition, thus it remains unclear if these ratings would also change in 
CPT. Likewise, the lack of a control group in Gilman et al.’s (2012) study 
meant that it could not be evidenced that changes in hope could be in fact 
attributed to active treatment. It is still to be determined if hope is a potential 
mechanism of change specific to CPT or whether it may also be relevant to 
other TF-CBT protocols that focus primarily on cognitive interventions.
A dismantling study exploring the efficacy of active ingredients of 
CPT (Resick, Galovski, Uhlmansiek et al., 2008) reported that the full 
protocol, as well as the written accounts (WA) and cognitive therapy only 
(CPT-C) led to significant improvement in PTSD symptoms and secondary 
difficulties. At the same time, the CPT-C condition showed greater 
reduction in PTSD and depression symptoms than the WA group. The 
authors suggested that there might be no benefits in including the WA 
element in CPT and proposed that CT alone might be at least as effective a 
treatment of PTSD as exposure. However, the results of this study need to 
be interpreted with caution due to its limitations and more research in this 
area is warranted. For example, the WA condition differed significantly 
from the one included in a full protocol and it involved less direct therapist- 
client contact than the CPT-C group, which might have affected the results. 
The study also had limited power.
Cognitive therapy for PTSD. Cognitive therapy for PTSD (CT- 
PTSD) is based on the cognitive model of PTSD (Ehlers & Clark, 2000; 
Ehlers, Clark, Hackmann, McManus, & Fennell, 2005). CT-PTSD utilises a 
number of interventions aimed at addressing three maintaining factors of
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chronic PTSD, as outlined previously. The use of therapeutic procedures for 
a specific client depends on an individualised formulation derived from the 
cognitive model (Ehlers et al., 2005).
To reduce the re-experiencing symptoms, CT-PTSD uses a number 
of techniques that help clients elaborate the trauma memory and facilitate 
the development of a coherent and contextualised (spatially and temporally) 
narrative of what had happened. This goal can be achieved by imaginally 
reliving the trauma, creating a thorough written account of the event, or 
revisiting the scene of the trauma (Ehlers et al., 2005). Furthermore, re- 
experiencing symptoms are also reduced by identifying triggers and 
breaking the associations between the triggers and trauma memory. Imagery 
transformation techniques are also recommended to support treatment.
Modification of excessively negative appraisals of the trauma 
requires that those idiosyncratic meanings are identified (mainly by 
exploring the meaning of hotspots^^) and altered through cognitive 
restructuring in sessions. The new, corrective information is then 
incorporated into imaginai reliving (or a written narrative of the traumatic 
event) to allow its integration with the trauma memory. When necessary, 
imagery techniques and performing actions can be used to update the trauma 
memory with new appraisals. Behavioural experiments and Socratic 
questioning are used to modify excessively negative appraisals of the 
trauma sequelae (Ehlers et al., 2005). Finally, unhelpful cognitive and
Moments in the trauma memory associated with greatest distress.
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behavioural strategies are discussed and clients are encouraged to drop 
them, often in the context of behavioural experiments.
To date, several studies have evaluated CT-PTSD. This treatment 
was found be to acceptable and effective in reducing PTSD symptoms, as 
well as disability, anxiety and depression in a case series study (Ehlers et al., 
2005). These results were since replicated in an RCT (Ehlers et al., 2005) 
that demonstrated large significant improvements on all above measures in 
clients who received CT-PTSD, compared to no significant changes in 
clients on a wait-list. This study did not provide information about the 
specificity of TF-PTSD or its superiority over other forms of TF-CBT 
(Ehlers et al., 2005), although it reported that changes in cognitive 
appraisals were positively correlated with treatment outcomes. This has 
been subject to further investigation and most recently Kleim et al. (2013) 
have shown preliminary evidence that modification of appraisals leads to 
reduction in PTSD symptoms. The two other mechanisms of change 
proposed by the cognitive model have not been systematically assessed yet 
(Ehlers et al., 2005; Kleim et al., 2013). Although limited variability of the 
sample in a study by Ehlers et al. (2005) did not provide robust evidence 
that this treatment was applicable to a broad range of clients, subsequent 
research (Duffy, Gillespie, & Clark, 2007; Ehlers et al., 2012, as cited in 
Kleim et al., 2013) reported that CT-PTSD was also effective in routine 
clinical settings. CT-PTSD was shown to be an effective early intervention 
for PTSD (Ehlers et al, 2003); however, it is unclear whether the results of 
this RCT can be generalised to other types of trauma as the sample
156
comprised of survivors of motor vehicle accidents only. There is 
preliminary evidence that an intensive version of CT-PTSD (Ehlers, Clark, 
Hackmann et al., 2010) and its adaptation for children and adolescents 
(Smith et al, 2007) are also highly effective and acceptable.
Which type of trauma-focused CBT is best? Systematic reviews 
and meta-analyses identified TF-CBT and EMDR as the most efficacious 
psychological treatments for PTSD (e.g. Bisson & Andrew, 2009; Bisson et 
al, 2007; Ponniah & Hollon, 2009; see also Ehlers, Bission, Clark et al, 
2010). However, specific TF-CBT protocols have not been extensively 
compared with each other and the available evidence is inconclusive.
Hence, little is still known about the relative efficacy of specific elements of 
TF-CBT.
As demonstrated, many treatment programs use similar techniques, 
although these are argued to have different goals, depending on a specific 
form of therapy. For example, PE (Foa & Rothbaum, 1998) employs 
repeated imaginai and in vivo exposure to support habituation, whereas in 
CT-PTSD, imaginai reliving aims to elaborate the trauma memory and 
identify hotspots, and exposure is used to test particular predictions (Ehlers 
et al, 2005). Nonetheless, it appears that despite the differences in the 
emphasis on specific interventions and rationale for their implementation, 
comparable outcomes can be achieved in various types of TF-CBT, for 
instance, changes in unhelpful cognitions. This seems consistent with the 
results of recent research and meta-analyses that have shown trauma-
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focused programs^^ to be equally efficacious in treating PTSD (Mendes, 
Mello, Ventura, de Medeiros Passarela, & de Jesus Mari, 2008; Ougrin,
2011; Powers et al., 2010; Resick et al, 2002). Hence, it is still unclear what 
mechanisms contribute to change, given the apparent overlaps of treatment 
components in various TF-CBT protocols. Furthermore, preliminary 
evidence (e.g. Gilman et al, 2012) suggests that factors that are not directly 
targeted in TF-CBT treatments might also lead to improvement in clients’ 
symptoms.
The current advances in the neuro-scientific evidence expand our 
understanding of the neural processes involved in PTSD (e.g. Brewin et al, 
2010; Cruwys & O’Kearney, 2008). Similarly, recent research (e.g. 
Gallagher & Resick, 2012; Kleim et al, 2013) sheds more light on the 
possible mechanisms of change in TF-CBT protocols. Nonetheless, little is 
still known about how traumatic memories are processed and their 
associated meanings changed and how the combination of different 
components of therapy leads to improvement in the client’s condition. 
Furthermore, less still is understood about how individuals undergoing TF- 
CBT experience specific interventions and how they perceive this therapy to 
be working. More research in this area is needed to further develop clinical 
practice and client care (Kazdin, 2007; Kleim et a l, 2013).
Exposure Therapy vs. CT; PE vs. CPT, CT, Stress Inoculation Training (SIT).
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Clients’ Perspectives on Therapy
Historically, clients’ views on psychotherapy have been neglected 
for a variety of reasons. For example, it was believed that clients may lack 
the awareness of what was helpful in therapy (see Macran, Ross, Hardy, & 
Shapiro, 1999). However, there appears to has been a shift in a way that 
clients’ role in therapy is conceptualised. Increasingly often therapy is 
described as a shared process in which clients actively participate (Bohart, 
2007; see also Elliot, 2008; Manthei, 2005). This highlights that their 
contributions to therapy and their experiences of treatment are important 
and should be incorporated in research. It has been acknowledged that 
exploratory qualitative studies can provide a rich and comprehensive 
account of clients’ understanding of therapy and offer an alternative to long­
standing positivist research tradition which relies on categories pre-defmed 
by the researcher (e.g. McLeod, 2001a). Investigating clients’ experiences 
seems to be essential, particularly in light of the evidence that clients’ and 
therapists’ views on what happens in therapy and how therapy facilitates 
change may differ (e.g. Todd, Deane, & Bragdon, 2003; Watts & Priebe, 
2002, see Manthei, 2005). Current government initiatives also promote 
clients’ involvement in planning services and measuring outcomes 
(Department of Health, 2011).
The review of the qualitative psychotherapy research literature by 
Hodgetts & Wright (2007) identified three main areas of focus: clients’ 
general experiences of mental health services, their specific experiences of 
therapy, and their experiences within specific therapeutic models.
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Rennie’s (2002) review of grounded theory studies focusing on 
experiences of therapy highlighted that clients were seen as reflexive and 
active agents in therapy. Rennie concluded that clients were appreciative of 
therapists’ guidance and willing to engage in specific interventions as long 
as these were compatible with their expectations and hopes and delivered 
within the context of a good therapeutic relationship. At the same time, 
clients were described to utilise therapeutic sessions to learn ways of 
working on some of their difficulties, without necessarily disclosing them to 
their therapists.
In a similar tone, in his review of qualitative research around clients’ 
experiences of counselling, Manthei (2005) reported that clients were found 
to be decisive and committed to making positive changes. Furthermore, this 
review also revealed that clients were portrayed as self-aware and actively 
developing own solutions to problems.
A qualitative meta-analysis o f client-perceived impacts of helpful 
events in therapy revealed nine well saturated core categories: 
“awareness/insight/self-understanding; behavioural change/problem 
solution; exploring feelings/emotional experiencing; empowerment; relief; 
feeling understood; client involvement; reassurance/support/sa&ty; personal 
contact” (Timulak, 2007, p. 311). It was suggested that these specific 
impacts relate to the therapeutic relationship, therapy outcomes, behavioural 
and cognitive change, and experiential change (Timulak, 2007).
The evidence emerging from recent studies continues to add to the 
ongoing debate about the role of specific and non-specific factors in
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therapy. For example, Rayner, Thompson, and Walsh (2011) reported a core 
conceptual framework of “doing with” the therapist and four interrelated 
themes -  “being with the therapist”, “keeping it real”, “understanding the 
feeling”, and “CAT tools” -  emerging from the analysis of clients’ 
experiences of receiving cognitive analytic therapy (CAT). This study 
highlighted the usefiilness of specific therapeutic interventions, but these 
were regarded by clients as important only when embedded within the 
context of a trusting and collaborative therapeutic relationship. Crowe et al. 
(2012), who explored how clients with depression participated in CBT and 
interpersonal psychotherapy (IPT), concluded that the improvement was 
observed in those instances where clients subscribed to a therapeutic model 
that offered them a framework for change. The specific characteristics of 
both types of therapy were found to be less important in facilitating change.
It is argued that we cannot fully know about how psychological 
treatments facilitate change for the clients without asking them about their 
experiences (Macran et al., 1999). Despite its apparent value, current 
literature investigating clients’ perspectives on therapy is still not extensive. 
Compared to the large volume of quantitative research examining the 
efficacy of various treatment programs, a relatively small number of 
qualitative studies that explore how clients understand and make sense of 
therapy have been published to date (e.g. Hodgetts & Wright, 2007; 
Manthei, 2005). It appears that more attention needs to be given to clients’ 
experiences to deepen our understanding of how therapy works, and thus 
enhance clinical practice.
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Clients’ Experiences of TF-CBT for PTSD
There are, to date, only a few studies directly exploring clients’ 
experiences of TF-CBT for PTSD. A study by Devilly and Spence (1999) 
which compared the effectiveness of EMDR and Trauma Treatment 
Protocol^"  ^ in PTSD treatment, also measured clients’ perception of distress 
and intrusiveness of the therapeutic technique utilised during treatment. The 
authors reported that their study participants rated (using a Likert-type 
scale) CBT trauma treatment protocol as “somewhat distressing” and said 
that they would be “somewhat” to “very inclined” to recommend it to a 
friend or undergo this therapy again.
Shearing, Lee, and Clohessy (2011) used a qualitative approach to 
explore clients’ experiences of reliving as part of TF-CBT for PTSD and 
identified three super-ordinate themes: “overcoming ambivalence”, “painful 
but achievable”, and “positive change”. Clients’ ambivalence about 
undertaking reliving reflected fear of talking about the trauma and 
desperation for change. Engaging in reliving was facilitated by a trusting 
therapeutic relationship and clients’ preparation for this intervention. The 
second super-ordinate theme referred to clients’ experiences of reliving 
being overwhelming and painful, but also learning that it was not as difficult 
as initially feared. Participants expressed the view that reliving was “worth 
the pain” as it led to positive changes, including “changing relationship with 
trauma”, “changing symptoms”, and “regaining sense of agency” (Shearing 
et al., 2011, p.5). There was no information about the interview schedule
CBT trauma treatment protocol consisting of PE, SIT and cognitive component.
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used in this study; therefore it is unclear to what extent the reported changes 
were attributed solely to reliving and not other factors in therapy. Due to the 
recruitment strategy employed, clients who did not benefit from the reliving 
might have been less likely to participate; hence their views may not be 
represented in the analysis, which is an apparent limitation of this study. 
Future research might need to focus on exploring experiences of participants 
who do not complete reliving or did not report change as a result of reliving.
Vincent, Jenkins, Larkin, and Clohessy (2012) analysed asylum- 
seekers’ experiences of CBT for PTSD and identified six super-ordinate 
interlinked themes. Similarly to Shearing et al.’s (2011) study, participants 
were reported to experience ambivalence about undertaking therapy, which 
was reflected in a theme “staying where you are versus engaging in 
therapy”. Participants appeared to be motivated and hopeful about therapy, 
but they also feared what it entailed. This ambivalence was suggested to be 
a key feature of clients’ experiences of TF-CBT. Participants’ decision 
about engaging in therapy was reported to be influenced by a number of 
factors encompassed within the themes “experiences encouraging engaging 
in therapy” and “experiences impeding engaging in therapy”. A trusting and 
supportive therapeutic relationship reflected in a theme “importance of the 
therapeutic relationship” seemed to facilitate participants’ engagement in 
this demanding treatment. Furthermore, consequences of receiving TF-CBT, 
labelled as “losing oneself “ and “regaining life”, were also described to 
influence the participants’ ambivalence.
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It is interesting that unlike Shearing et al.’s (2011) participants, not 
all clients in Vincent et al.’s (2012) study reported change. It would be 
helpful to explore further whether this was related to the form of TF-CBT 
intervention they received (imaginai reliving vs. adapted testimony), length 
of treatment, or other factors, such as the lack of refugee status. Future 
research may help explore this further.
Although both studies had a different focus and used different 
samples, they share some common themes, such as ambivalence and the 
importance of the therapeutic relationship. It is important to be mindful 
about the limits to transferability of these results, nonetheless these 
preliminary findings provide very helpful insight into clients experiences of 
TF-CBT.
Study Rationale
As evident from the literature reviewed, despite well established 
models of PTSD and extensive evidence of the efficacy and effectiveness of 
various forms of TF-CBT, relatively little is still known about how change 
occurs in this type of therapy. Many mechanisms of change have been 
proposed by practitioners and researchers and some of them appear to have 
been empirically validated, nonetheless, study outcomes still appear to be 
inconclusive. There is also some indication that factors that are not directly 
written into the treatment protocols may be leading to improvement in 
PTSD (Gilman et al., 2012). Hence, whilst we know that TF-CBT is 
effective, we still need to learn more about whether it works as predicted by 
the PTSD models and treatment protocols or whether there may be other
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factors that facilitate change in TF-CBT which have not been given 
sufficient attention. We would also benefit from knowing more about what 
are the specific elements of TF-CBT which are most useful in bringing 
about change.
Much of the research in this area, as evidenced in the above review, 
relies on quantitative methodology. Listening to clients’ experiences of TF- 
CBT and exploring how they conceptualise and perceive it to be working 
may deepen and expand our understating of this treatment (McLeod,
2001b). It has been emphasised that therapy is an interpersonal and 
subjective process (Macran et al., 1999) and the traditional quantitative 
research methods may simplify the richness of clients’ experiences. Given 
the exploratory nature of a qualitative enquiry, there is a potential that new 
insights may be added to the ongoing debate about the optimal elements of 
TF-CBT (Bryant et al., 2008). Furthermore, listening to clients’ voices 
appears to fit particularly well with the CBT tradition, which conceptualises 
therapy as a two-way process of collaborative work between a client and a 
therapist.
This study sought to continue to add the voices of clients 
experiencing PTSD to the body of literature in this area. As presented, the 
available qualitative studies provided useful information about clients’ 
experiences of trauma-focused CBT (or its element) and highlighted vital 
implications for clinical practice. However, it appeared that more research 
in this area was still needed. Shearing et al. (2011) explored only one aspect 
of trauma-focused therapy (reliving), whereas Vincent et al. (2012) looked
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at the experiences of one specific group of clients (asylum-seekers). 
Furthermore, this study did not use an established method of reliving, as 
suggested in the main treatment protocols (Ehlers & Clark, 2000; Foa & 
Rothbaum, 1998; Resick & Schnicke, 1993). Despite similarities in 
emerging themes, there was also a difference in how helpful the clients 
found this therapy.
Aims, Objectives and Research Question
This study sought to explore clients’ experiences of receiving TF- 
CBT for PTSD. Specifically, it aimed to investigate how clients perceived 
various therapeutic interventions used in this therapy. For those participants 
in whom change occurred, the study also aimed to explore how the use of 
these therapeutic interventions related to their understanding of change. The 
objective was to use a qualitative research method to add a new perspective 
to the field of TF-CBT. As such, the study asked:
“How do clients understand trauma-focused CBT for PTSD?”
To help address this research question a qualitative perspective was 
employed for this project. This study was exploratory in nature and the 
researcher was interested in eliciting participants’ experiences and 
understanding of a particular type of therapy, rather than testing a specific 
hypothesis based on a particular theory (Willig, 2008). Qualitative methods 
are considered to be particularly well suited to exploring therapeutic 
processes and enabling clients’ perspectives to be heard (Elliot, 2010; 
McLeod, 2001a).
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A Grounded Theory approach (GT) was selected as a method of data 
collection and analysis. GT was believed to suit this research particularly 
well, as it is concerned with eliciting participants’ experiences, 
understanding, and perceptions of a particular phenomenon (Payne, 2007). 
Grounded theory is also concerned with studying action and process 
(Charmaz, 2006; Willig, 2008). This fitted well with the research aims and 
facilitated exploration of how participants might have understood change, if 
any was reported by the interviewed individuals invited to participate. 
Fassinger (2005) also advocated the use of GT in psychotherapy research as 
it allows for the generation of theory out of the lived experiences of the 
participants. This study has thus attempted to develop a theory, grounded in 
data, of participants lived experience of TF-CBT.
It is acknowledged here that there are different versions of GT (see 
Birks & Mills, 2011; Willig, 2008). This study employed Charmaz’s (2006) 
constructivist grounded theory situated within the interpretative tradition, as 
it fitted with the researcher’s epistemological position. Charmaz’s (2006) 
version of GT recognises an active role of the researcher in constructing 
understanding of investigated phenomena and interpreting participants’ 
meanings. It also acknowledges that the researcher interacts with the 
participants and therefore influences the collection and analysis of the data 
(Charmaz, 2006).
Following GT recommendations, semi-structured interviews were 
used to collect data (Charmaz, 2006). As a flexible and emergent technique, 
semi-structured interviewing allows the researcher to ask for clarification
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and introduce follow-up questions, paraphrase participants’ statements to 
check accuracy of understanding and minimise making assumptions, shift 
topic, and follow hunches (Charmaz, 2006).
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Method
Ethical Considerations
Ethical approval was granted by an NHS Research Ethics Committee 
and the University of Surrey Faculty of Arts and Human Sciences Ethics 
Committee. Management permission was gained from two Trusts in which 
participants were recruited (see Appendix A). Potential ethical issues 
pertinent to conducting research with mental health service users, including 
informed consent, confidentiality and protection of the participants (Keogh 
& Daly, 2009) were carefully considered prior to commencing the study 
(see Appendices B to D). Appropriate supervision was available to provide 
the researcher with opportunities to discuss any issues and ethical dilemmas 
that might arise.
Participants
Inclusion/exclusion criteria. It was stipulated that the study would 
include clients, both men and women, who were aged 18 or over who had:
• Completed at least eight 60-90 minute sessions of TF-CBT
(NCCMH, 2005) or an intensive treatm entand  received a range of 
interventions, including some form of exposure to their traumatic 
event (e.g. reliving), reconstructing/modifying cognitions, and 
interventions targeting dysfunctional behaviours (e.g. in vivo 
exposure or behavioural experiments).
A whole day treatment continued across one or two weeks.
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• Received treatment for PTSD as a result of type I  trauma (a single­
event trauma, for example, sexual assault) or type II trauma 
(prolonged or repeated traumatic events, for example, torture; 
Herman, 1992) experienced in adulthood.
• Received treatment for PTSD as their primary difficulty although 
they may also have had other diagnoses or experienced other 
difficulties.
• Completed the main course of their treatment and were in the final 
or follow-up stages of treatment at the time of invitation to the study.
• Capacity to consent to participating in the study.
It was decided that the study would exclude clients who:
• Received EMDR or any form of treatment other than TF-CBT.
• Were actively suicidal.
• Were unable to attend an interview at the specialist trauma service 
where they were receiving treatment.
• Were unable to complete an interview in English or had special 
communication needs, as limited financial resources precluded the 
use of interpreters.
Participant information. 10 participants took part in individual 
interviews lasting from 64 to 125 minutes. The sample was diverse in terms 
of demographics, trauma type, and the type (standard vs. intensive) and 
length of treatment (see Tables 1 and 2).
170
Table 1
Participant Information and Trauma Characteristics
Variable
Frequency 
(n = 10) % M (SD) Range
Sex
Male 6 60
Female 4 40
Age^ (in years) 45.80(14.35) 19-63
Ethnic background
White British 9 90
Asian 1 10
Marital status
Single 5 50
Married 1 10
D ivorced/S eparated 4 40
Education level
Further education^ 5 50
GCSE^ 3 30
None 2 20
Employment status
Part-time/full-time 3 30
Receiving benefits 4 40
Unemployed 1 10
In full-time education 2 20
Living arrangements
On their own 5 50
With family/partner 4 40
Other 1 10
Index trauma^
Type 1 7 64
Type 2 4 36
Time since trauma (in years)^
<5 5 45
6-10 2 18
11-20 2 18
>20 2 18
Previous traumas
Yes 6 60
No 4 40
Note. Type 1 trauma included: a road traffic accident, physical assault, sexual 
assault, terrorist attack, home invasion, witnessing a traumatic death, and 
accidental stabbing. Type 2 trauma included: military traumas and being held 
captive and repeatedly sexually assaulted.
“Age at interview. ‘’Or equivalent. 'One participant was treated for both, type 1 and 
type 2 traumas.
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Table 2
Type and Duration o f Treatment
Participant Type of treatment^ No. of ST sessions and/or IT days
1 Intensive 5 days
2 Standard 9 sessions
3 Standard 54 sessions
4 Standard 97 sessions
5 Combined 4 sessions + 4 days +14 sessions
6 Combined 5 days + 3 sessions
7 Standard 22 sessions
8 Standard 48 sessions
9 Standard 12 sessions
10 Standard 23 sessions
“Intensive treatment (IT) = a whole day treatment continued across one or two 
weeks; Standard treatment (ST) = 60-90 minutes weekly/bi-weekly sessions; 
Combined treatment = intensive treatment followed-up or preceded by 60-90 
minutes weekly/bi-weekly sessions.
Participants had received therapy from one of six clinical 
psychologists working in two specialist trauma services and, for some, a 
part of their treatment was delivered by a trainee clinical psychologist. 
Psychologists were both male and female and had a varied length of 
experience in delivering TF-CBT. For all participants this was their first 
experience o f TF-CBT.
Procedure
Based on the inclusion/exclusion criteria, eligible participants were 
selected by clinical psychologists working in two specialist NHS traumatic 
stress services in the South of England and invited to take part in the study 
on the researcher’s behalf. At that time, they were given an invitation letter, 
participant information sheet and consent form (see Appendices B to D) to 
help them make an informed decision about taking part in this research.
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Individual interviews were arranged with those participants who opted into 
the study. Prior to the interview, the researcher re-familiarised participants 
with the aims of the research and reminded them about their rights 
(including withdrawal from the study), confidentiality issues, and the use 
and storage of data and offered them an opportunity to ask questions before 
they were asked to sign a written consent form. Demographic questions and 
basic questions about therapy and the trauma were asked before a semi­
structured interview was conducted and audio-recorded. Participants were 
offered an opportunity to debrief after the interview. Interviews were 
transcribed verbatim by the researcher and analysed according to the 
guidelines outlined by Charmaz (2006). The interview schedule was re­
examined and amended in line with the ongoing data analysis to guide 
subsequent data collection, following the strategy of theoretical sampling 
which will be explained below (Charmaz, 2006).
The Interview Schedule
To allow in-depth exploration of participants’ experiences and 
understanding of TF-CBT, a semi-structured interview schedule was 
developed (Charmaz, 2006). This initial interview schedule (see Appendix 
E) was constructed based on the main research question and included 
questions about the experiences of the participants.
A theoretical sampling strategy was introduced to develop and refine 
interviews and allow further exploration of the categories emerging from the 
data (see Appendix E). Birks and Mills (2011) claim that theoretical 
sampling can begin from the initial interview. Following the first three
173
interviews and the analysis of the data, it was deemed necessary to recruit 
more participants in order to pursue in more depth the categories emerging 
from the data. In later stages, it was felt that further recruitment was 
necessary to complete the categories emerging and reach saturation. In GT 
saturation is reached when gathering new data “no longer sparks new 
theoretical insights, nor reveals new properties of these core theoretical 
categories” (Charmaz, 2006, p. 113). This was evident in the present study 
between the eighth and tenth interview. It is important to note that although 
GT studies strive for saturation, there is always a possibility for 
modification o f categories and change in perspective, hence each theory 
should be seen as provisional (Willig, 2008).
Credibility
There are various criteria for evaluating qualitative research (Willig, 
2008). In order to assess credibility of this study, principles proposed by 
Yardley (2000) were used. Below, it will be summarised how these criteria 
were met.
Sensitivity to context. Although the literature review has been 
conducted in the main part after data analysis has been completed, the 
researcher had some knowledge about the subject area prior to engaging in 
data collection. Therefore, sensitivity to context was demonstrated by 
remaining close to the data and constantly referring back to participants’ 
accounts and using their language in the process of data analysis. Sensitivity 
to language was enhanced through the development of interview questions 
in a way that allowed participants to choose how they wanted to talk about
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their experiences of TF-CBT, instead of asking them directly about change 
prematurely, and negotiating shared understandings during the interviews. 
Sensitivity to social context and balance of power was demonstrated 
through reflexivity. Discussion of the results helped to illustrate how the 
developed model links with the existing theory.
Commitment and rigour. Commitment was demonstrated by 
seeking and utilising opportunities to develop skills and competence in 
using the GT approach. This was facilitated through formal and informal 
teaching at the University and self-directed reading. Furthermore, the 
researcher’s understanding of GT and skills in data collection, analysis and 
interpretation were immensely enhanced through discussions with study 
supervisors and peer researchers in grounded theory special interest group. 
The researcher felt challenged and stimulated by those conversations and 
found herself needing to go back to data and review it, which strengthened 
the analysis. Rigour was demonstrated by the adequacy o f sample and 
thorough data collection, which allowed a comprehensive analysis.
Transparency and coherence. Transparency of the study has been 
achieved through a clear description of the processes involved in data 
collection, analysis, and model development. The interview schedule and 
examples of coding and memo-writing have been included (see Appendices 
E to G) and quotations from the interviews have been presented to illustrate 
categories developed during the analysis. Transparency was further 
enhanced by making the interview transcripts available for study 
supervisors, presenting the coding and category development to the
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supervisors and peer researchers, and including a reflexivity section in this 
publication. The rationale for selecting grounded theory approach to address 
the research question and fulfil the study aims has been presented earlier.
Impact and importance. Yardley (2000) describes utility and 
impact as the key criterion by which any research must be evaluated. 
Theoretical impact of the study was achieved by contextualising the results 
within the existing literature. In order to add the perspectives of clients 
themselves into the current understanding of TF-CBT, the results are also 
intended to be published and fed back to the specialist trauma services 
where the recruitment was conducted. Implications for practice and further 
research will be outlined in the Discussion section.
Analysis
Data was analysed according to procedures consistent with the 
qualitative GT approach (Charmaz, 2006). The process of data analysis was 
simultaneous with data collection and began after the first interview was 
transcribed. Whenever possible, the interviews were arranged in a way that 
allowed enough time for transcription and analysis. Constant comparative 
methods (Glaser & Strauss, 1967) were employed, whereby statements, 
codes, and categories within and between interviews were compared in the 
process of the model development and revised, relabelled, and restructured 
to account for new insights, as the analysis progressed (Payne, 2007). A 
theoretical sampling strategy was used during the process to elaborate and 
refine the categories (Charmaz, 2006).
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Coding the data. Initially, interviews were eoded line-by-line, 
which allowed the researcher to stick closely to the data and helped reduce 
the likelihood of imposing pre-existing categories. In line with guidelines by 
Charmaz (2006), the researcher attempted to keep the initial codes short and 
specific and tried to code data with words that reflected action, wherever 
possible. In this process, in vivo codes using participants’ language were 
also employed (Charmaz, 2006).
Focused coding was used to synthesise and explain larger data 
fragments (Charmaz, 2006). The most salient and/or frequent initial codes 
were used to capture the main themes in data and categorise them in a way 
that was most accurate and complete. The researcher attempted to keep 
focus codes close to data and active (Charmaz, 2006). Constant comparison 
within and across the interviews was used to check the fit between emerging 
codes, initial codes, and raw data (see Appendix F).
Conceptual categories were developed using an approach consistent 
with axial and theoretical coding, as outlined by Charmaz (2006). Focused 
codes that best captured what was happening in data were linked together 
and integrated into categories. In the process of memo writing, conceptual 
patterns were explored and properties of categories and sub-categories were 
identified. Constant comparison method and writing memos allowed the 
researcher to capture how specific categories and sub-categories related to 
each other and led to refining categories in order to move them to a more 
conceptual level and integrate them into the final model (Birks & Mills,
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2011; Charmaz, 2006). Carefiil attention was paid to ensure that categories 
earned their way into developing theory (Glaser, 1978).
Memo-writing. The process of memo-writing was used throughout 
the analytic process (see Appendix G). Memos were created as dynamic and 
open documents (Birks & Mills, 2011) which allowed the researcher to 
capture in a narrative form what she saw happening in the data, link data 
with pre-existing knowledge, and explore processes described by the 
participants. Memos were helpful in diagrammatieally representing 
relationships between categories and subcategories at different levels of the 
analysis and facilitated the process of refining categories and raising them to 
a conceptual level. Verbatim quotations were included in memos.
Reflexivity
The constructivist version of GT emphasises that “theory depends on 
the researcher’s view” (Charmaz, 2006, p. 130). Given the researcher’s 
active role in reading and interpretation of the data (Willig, 2008), I found it 
important to take a reflexive stance to allow the reader to understand how 
my background, decision making process, and implementation of a method 
might have shaped and influenced the research process and the results.
My interest in researching clients’ perceptions of therapy stems from 
my experiences as a clinician. On occasions, I was astonished with how my 
views on helpful aspects of therapy differed from what clients considered of 
most value. This encouraged me to explore clients’ understanding of therapy 
in more depth. I selected a project on TF-CBT as an extension of my
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personal interest in PTSD, even though I have not used this model with 
clients.
I entered the research process with a belief that clients were active 
participants in therapy. Hence, I needed to stay close to the data in order to 
avoid forcing pre-existing categories onto the analysis. “Active 
participation” was identified as one of the subeategories; however, I ensured 
that this subeategory has earned its way into the model by constantly 
referring to data.
In my research supervision, I talked about the challenges of 
conducting the interviews with my “researcher’s hat” on, instead of acting 
like a clinician, particularly when participants were referring to traumatic 
events in order to eontextualise their experiences of therapy. Overall, I 
thought that my clinical skills were invaluable in establishing rapport, which 
possibly encouraged the participants to open up and share their experiences 
of therapy. Nevertheless, I wondered about how someone without a clinical 
background would conduct interviews and what data they might gather. My 
role as a trainee clinical psychologist was sometimes explicitly discussed 
during a debrief; however, I was unable to establish to what extent 
participants perceived me as yet another clinician, as opposed to an external 
researcher or how this might have infiueneed the data gathered.
With some prior knowledge of TF-CBT, I found it challenging at 
times to suspend what I had already learnt and remain curious. This was 
particularly evident in my first interview. Research supervision and 
simultaneous data collection and analysis enabled me to refieet upon my
179
interviewing style and adjust it aeeordingly. I was pleased to observe that 
with time, I became more comfortable in assuming the curious, “non­
expert” position.
Not knowing what would emerge from data made me feel anxious. 
This was particularly evident at the stage of designing my interview 
schedule. I found my supervisors’ support vital in helping me to remain 
open and tolerate the “unknown”. For example, I was encouraged to 
suspend my assumption that participants would talk about change and 
concentrated on exploring participants’ perspectives and experiences more 
broadly. With time, I was able to refrain from the need to assume the 
position of “safe certainty” and became more comfortable moving towards 
“safe uncertainty” (Mason, 1993).
There were differences and similarities between myself and research 
participants in terms of gender, age, ethnic background, or social class. 
Some of these factors were discussed explicitly, some of them remained 
implicit. For example, 1 could identify with one participants’ struggle to 
clearly express herself in English, as for both of us English was a second 
language.
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Results
This section presents a preliminary model of clients’ understanding 
of TF-CBT for PTSD. Participants conceptualised TF-CBT as a process of 
collaborative working between a client and a therapistw hich leads to 
change in the client’s condition. The therapeutic relationship was identified 
as a necessary, although not sufficient, condition for change. Participants 
also identified a number of perceived interventions used by their therapists 
which they believed brought about change. Furthermore, a particular way in 
which the therapy was conducted -  perceived process and delivery -  was 
identified as another factor facilitating change. Participants conceptualised 
change as a number of specific outcomes that resulted from engaging in 
therapy, namely: “understanding”, “tools and strategies”, “processed trauma 
memory”, “new perspectives”, and “moving forward”.
Data analysis has led to the development of four core theoretical 
categories: “therapeutic relationship”, “techniques and interventions”, 
“process and delivery”, and “change”. Figure 1 presents the preliminary 
model of clients’ understanding of TF-CBT for PTSD, illustrating identified 
categories and subeategories and relationships between them in a 
diagrammatic form. Each of these categories and their relative subeategories 
will be described in turn.
The term “therapist” refers to a clinician specialising in treatment of PTSD with whom a 
participant worked in therapy.
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Therapeutic Relationship
The core category “therapeutic relationship” conceptualises a strong 
sense of connection and collaborative working between participants and 
therapists, where both parties utilise their expertise. One participant 
emphasised this by saying:
It was always very much a teamwork thing. Because — and I  guess it 
has to he -  because I  know what I ’m thinking andfeeling hut they 
know the way the mind works and PTSD works so it was always a 
case o f us both trying to use what we know to come to a conclusion. 
(Stephen^
Although therapeutic relationship alone was not sufficient to bring about the 
change, it was perceived as a basis for everything that was achieved in 
therapy. For all participants, having a trusting relationship with their 
therapists was a necessary prerequisite for their engagement in therapy. 
Participants described feeling at ease once they connected with their 
therapists and seemed confident that their therapists could help them. This 
trusting relationship allowed the participants to establish their secure base, 
both metaphorically and literally, and enabled them to open up and explore 
their most painful experiences. For many participants the first meeting was 
crucial in establishing trust.
Participants described their own as well as their therapists’ 
characteristics that appeared to have been dynamically interrelated (see
Pseudonyms are used throughout.
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Figure 2), allowing the bond between the client and therapist to develop and 
collaborative work to continue throughout therapy. The most salient 
qualities will be elaborated below.
THERAPEUTIC RELATIONSHIP
Client’s 
Characteristics
Therapist’s 
Characteristics TECHNIQUES & 
INTERVENTIONS Commitment and self 
determination 
Sceptical but willing to try 
Active participation
Meeting the expert 
Non-judgemental 
Empathy not sympathy 
Empowering the client 
Firm but gentle DELIVERY
CHANGE
Understanding Moving
Forward
New 
Perspectives
Tools & 
Strategies
Processed
Trauma
Memory
Figure 2. Therapeutic relationship -  subcategories.
Therapist’s characteristics. From the outset, therapists were 
perceived by participants as having specialist knowledge and experience of 
working with clients with PTSD. This was particularly important, as it 
helped the participants trust their therapists’ judgement and reassured them 
that they could be helped. Therapists were positioned as experts in PTSD
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treatment not only by the virtue of their formal qualifications, but also 
because of the quality of interaction with their clients:
It was the quality o f the questions. . . .  I  could, from the way that we 
were interacting, I  could tell that it wasn't new information fo r her. 
That she could see a bigger picture that I  couldn’t see. And that 
made me feel safe. (Samantha)
Interestingly, whilst participants did not differentiate between clinical 
psychologists and trainee clinical psychologists from whom they received 
TF-CBT, those participants who were in therapy before made a clear 
distinction between their current therapists and other mental health 
practitioners with whom they worked. In their views, only a therapeutic 
relationship with a clinician specialising in PTSD treatment could address 
the root of their problems and bring about the desired changes.
The trauma seemed to have made most participants sensitive to 
judgement; therefore, it was vital for them not to feel negatively evaluated. 
Participants said that any demands or insensitive comments made by the 
therapists could have led to their disengagement:
Because you go through all these emotions . . .  You ’re up and down 
like a ride in a fairground. Your emotions are all over the place.
. . .  So to think someone might sort o f say: “Oh, no, you have to 
make more o f an effort” . . .  would make you back off. Because i t’s 
another pressure you just, you physically, you mentally can’t take. 
(Mary)
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Therapists’ non-judgemental approach and their positive attitude helped the 
participants develop trust and encouraged them to open up. With their 
specialist knowledge and experience, therapists were perceived to be more 
understanding and sensitive towards their clients’ needs.
Some participants emphasised the crucial role of their therapists’ 
abilities to show empathy and compassion, rather than sympathy. Whilst 
empathy and compassion were described to facilitate participants’ openness 
and help them develop a better understanding of their experiences, 
sympathy would have had the opposite effect:
You actually don't want sympathy. I t ’s not what you're looking for.
. . .  You really just want that treatment. Desperately. And I  think the 
focus when these things are so emotional you definitely don’t want 
somebody who’s over-sympathetic in an emotional way. I  think . . .  
Lucy [therapist] is particularly very good at, at being 
compassionate, but in a measured, targeted way that helps you to 
open up more. (Allan)
All participants felt empowered by their therapists to make choices 
about the treatment plan, pace of therapy, selection and timing of 
interventions, or the therapist’s gender:
He wanted to treat it as though I  was the customer and I  will tell him 
what to do and tell him how far to go. . . .  He said: “You ’re totally 
in charge. ” (John)
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This strongly contrasted with participants’ accounts of being unable to 
control PTSD symptoms or feeling “stripped o f’ control during the 
traumatic event. Participants believed that the final decisions rested with 
them and felt encouraged to voice their opinions. This not only strengthened 
the therapeutic relationship and promoted their engagement in therapy, but 
appeared to be a mechanism of change itself as it allowed them to regain 
their sense of agency.
Several participants described their therapists as both firm and 
gentle. This encompassed the therapist’s skill to combine genuine, 
“heartfelt” care with the ability to affirm clear boundaries, which was 
compared to a quality of a good parent. While participants did not feel 
forced to do anything, they accepted that therapy had its clear purpose, 
hence certain therapeutic tasks needed to be completed in order for them to 
achieve change:
I  felt that, you know without being a disciplinarian she led me 
through the process. . .  we can take it slowly, we can stop any time 
you like, but then we’ve really got to deal with this cos there’s no 
point otherwise. I  did feel like that, although she never said anything 
like that, never gave a direct instruction . . .  it was just the way she 
very quietly led you through the process. That. . .  made it very easy 
fo r me to open up. (Allan)
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Client’s characteristics. Participants had a strong sense that therapy 
outcomes also depended on their active engagement and the “right attitude” 
towards treatment.
All participants experienced TF-CBT as “hard work”. Although 
most of them felt anxious about engaging in treatment and described 
experiencing scepticism, either about the value of specific interventions or 
talking therapy generally, they were also desperate for change. This 
motivated them to “push” themselves and “persevere”. Noticing positive 
changes gave the participants further incentive to work hard and encouraged 
them to undertake more challenging tasks as the treatment progressed. It 
seemed that by giving their clients choices, therapists reinforced their sense 
of agency and strengthened their commitment to therapy.
Participants described putting their faith in therapists despite feeling 
unsure about whether engaging in specific tasks or facing their worst 
experiences was going to help them or not. They remained open to their 
therapists’ advice and took positive risks because they were determined to 
get better and trusted their therapists’ expertise and judgement:
The whole point o f me coming to therapy in the first place was 
because I  wanted to get better. And if  someone who knows about 
what you ’re going through and is suggesting a way in which you 
could get better, it would be stupid not to try it at least. It just 
seemed really logical to - ”0k, I  may not necessarily believe it 100% 
now, but the person who is telling me is fa r  more experienced at this 
so I  should at least trust their judgement. ” (Stephen)
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Although participants felt comfortable in allowing their therapists to 
lead them through the process, it was apparent that they did not perceive 
themselves as passive recipients of therapy. Many described introducing 
their ideas or taking initiative to work between the sessions, which also 
contributed to change. It transpired that participants reflected upon their 
sessions and evaluated specific interventions. For example, some 
participants were more likely to use specific techniques if they considered 
them “feasible” or “realistic”. Implicitly, participants seemed to be 
questioning therapy and their therapists. While they were willing to put their 
trust in therapists, this trust appeared to be conditional upon the perceived 
qualities of the therapist -  such as expertise or non-judgemental attitude -  
and positive outcomes of interventions so far.
Techniques and Interventions
The core category “techniques and interventions” refers to the use of 
specific therapeutic interventions, as conceptualised by the participants, 
which were perceived to facilitate change (see Figure 3).
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THERAPEUTIC RELATIONSHIP
TECHNIQUES & 
INTERVENTIONS
Trauma memory work 
Brain and memory 
Dealing with overwhelming emotions 
Facing feared situations
PROCESS & 
. DELIVERY
Understanding Tools & 
Strategies
CHANGE
Processed
Trauma
Memory
. , New / 
Perspectives
Moving
Forward
Figure 3. Tools and interventions -  subcategories.
Trauma memory work. All participants considered working 
directly on the trauma memory as a central part of therapy and a necessary 
condition for change. They described having to talk about their experiences 
in a specific way to process the traumatic memories. Participants found it 
both “hard” and painful, as before coming to therapy they avoided 
communicating about the trauma, particularly with friends and families, and 
closely monitored how much information and to whom they disclosed. 
Participants emphasised that talking about the trauma with their therapists 
had a very different quality than talking about it with others, both 
professionals and non-professionals. For instance, participants did not feel
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that they needed to protect their therapists or worry about being blamed or 
rejected, which encouraged them to describe their most “horrific” 
experiences. With their specialist knowledge and experience, therapists 
were perceived to be better positioned to explore their clients’ traumas:
I  never really spoke to anybody about it [the trauma]. But when a 
professional spoke to me about it, with their training, it really 
helped. Ijust fe lt better, better and better every day. (Martin)
Participants identified a number of discrete components of the 
trauma memory work, including: creating an outline of the events, reliving 
the trauma, and working on hotspots. Participants emphasised the crucial 
role of a therapist in guiding them through the process, prompting them, and 
helping them to make sense of their experiences.
Creating an outline of the events, or a “timeline”, was described as 
an initial step in processing trauma memory and involved explaining to the 
therapist what happened during the trauma. Creating a timeline was 
identified by many participants as the first time when they actually told the 
story of what had happened from beginning to end which helped make it 
more comprehensible for them.
Reliving was considered to be the hardest and the most painfiil part 
of the treatment, but also one that had a very “powerfiil effect”. Participants 
commented on having to recall and describe out loud the traumatic events in 
minute detail, which required them to overcome their fear about engaging in 
reliving and scepticism about how it would work. One participant only
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described creating a written account of the trauma. By repeatedly going 
back into the trauma memory, participants described remembering more and 
more detail, which subsequently helped them make sense of their flashbacks 
or nightmares:
And the things that came back when I  was locked into sitting with it 
and the smells came back it was very, very visceral. And I ’d 
remember things I ’dforgotten. . . .  The further in we went, the more 
specific it became. To the point where I  could say: “Yes, that is why 
I  kept seeing white towels! ” because I  kept expecting to see me 
bleeding out on them. (Samantha)
Exploring and elaborating the trauma memory made the traumatic 
experiences more comprehensible and less frightening. It also gave the 
participants evidence that “in actual fact the therapy was working” (Louis).
Participants emphasised that it was vital that they were “completely 
honest” and did not “hide anything”, however painful or shameful it was. 
Some described that by being open they could release their pain and anxiety, 
which they found therapeutic. Moreover, participants believed that 
providing a detailed account of the trauma, including the sensory aspects of 
the event, helped them emotionally engage with the trauma memory and 
process it. Reliving allowed the participants to learn that they could 
withstand intense emotions. Furthermore, they realised that these emotions 
decrease quicker if they were not blocked and that they did not lead to 
catastrophic consequences. Reliving helped the participants to eontextualise 
the trauma as an “event in history” as opposed to something happening in
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the “here and now”, which made them feel safer. Listening to recordings of 
reliving as homework aided this process in some instances:
So it’s like I ’d  listen back to the memories on tape and I ’d be 
like... ’’Yeah, I  know that that happened. . . .  But I ’m, I ’m not there 
. . .  I ’m here. . .  I ’m safe. I ’m not being shot at. I ’m not killing 
somebody. . .  I ’m not witnessing some horrible atrocity. . .  I ’m 
here. I ’m home. No one’s gonna hurt me. ’’(Neil)
Having identified the hotspots in the trauma memory, participants 
described working with their therapists on those “most painful” moments. 
Participants valued the collaborative nature of this process as the therapists 
were teaching them to recognise the hotspots and assisting them in dealing 
with them. Analysing thoughts and emotions associated with speeifie 
hotspots was described as helpful in gaining understanding and creating 
closure:
We then spent a while . . .  just trying to really understand how to 
create closure over those thoughts andfeelings and how to deal with 
them. I  suppose, how to accept that I  fe lt that, or I  did that, or I  
thought that. And then to try to do that in a way, then kind o f thought 
o f other way those thoughts andfeelings are carried on and how to, 
how to stop them affecting my life now and how to think differently 
about the way I  thought and the way Ife lt then. (Stephen)
Many participants said that “working out” the hotspots helped them put their 
behaviours and responses in the context of an “extenuating circumstance” or
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“doing what soldiers do”. Furthermore, a rational and logieal interpretation 
of what had happened allowed them to change the emotions associated with 
specific hotspots. Some described that working on hotspots helped them 
develop a more realistie view of the world, and other people. Participants 
reported having re-learnt to differentiate between what was safe and what 
was not, as opposed to being “over-paranoid”.
All participants spoke about the importance of contextualising their 
traumatic experiences within a wider life history. It transpired that they felt 
that therapists were interested in them as individuals and not just their 
traumas, which cemented the therapeutic relationship. Moreover, many 
participants talked about the value of analysing their responses and 
behaviours during the traumatic event through the prism of their personal 
qualities. This helped them deal with negative feelings, such as guilt or 
shame. Participants emphasised the active role of the therapists in offering 
them a different point of view and teaching them strategies to change the 
meanings of the traumatic memories or alter the memories themselves in 
order to decrease the frequency and intensity o f flashbacks:
During the event. . .  I  had no control over anything. . . .  And just the 
way the treatment worked, I  was . . .  put back into control. And able 
to believe that i f  I  could, this is what I  would have done. So we 
changed a lot o f the memory to what I  would have done and what I  
would do now. (Alexandra)
Only for one participant the act of telling his story itself seemed 
suffieient to achieve change. For all other participants, processing the
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trauma memory was dependent not only upon reliving, but also analysing 
hotspots and changing their associated meanings. Two participants 
described needing to work additionally on learning to show greater 
compassion to themselves in order to overcome negative feelings related to 
particular hotspots. One participant who visited the trauma scene said that it 
“brought it all together beautifully” and reinforced her new belief that she 
did not do anything wrong during the trauma.
Brain and memoiy. Participants valued learning about the brain 
functioning and different types of memory. This allowed them to understand 
the biological basis of PTSD and normalise their responses to the trauma, 
which appeared to be meehanism of change in itself. Learning about the 
differences between processed and unprocessed memories and short-term 
and long-term memory helped the participants accept the rationale for 
specific interventions, such as trauma memory work, and promoted their 
engagement. One partieipant in particular considered understanding the 
“physical process in the brain” as the key element in regaining a sense of 
control over his responses:
It was absolutely key to . . .  be able to understand for myself that it 
wasn I  just me talking to somebody and reliving my experiences out 
loud. That there was a structure and a purpose . . .  So I  found that 
extremely helpful and ahm, it has helped me to control myself 
emotionally as well. Ifound talking about those, the way that the 
various areas o f your brain react to your surroundings, that I  could 
sort o f try and override the amygdala responses. And that helped me
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tremendously not just with the therapy hut generally with my 
relations with people as well. (Allan)
Dealing with overwhelming emotions. This subcategory refers to 
the use of specific techniques to cope with overwhelming emotions related 
to experiencing flashbacks, nightmares, or panie attacks. Many participants 
described having to overcome their scepticism that utilising such “simple” 
techniques could help them manage their symptoms. Participants 
emphasised the importance of practising the techniques for some time, 
before they could notice any positive effects. These techniques allowed the 
partieipants to eontrol their affect and calm themselves down.
Grounding techniques helped the participants make their 
surroundings safer and more eomfortable, even though -  as highlighted by 
one participant -  they did not change the content of the traumatic memories. 
By purposively concentrating on objects, smells, or speeifie activities, such 
as counting, participants could direct their attention onto the environment or 
focus on positive aspects of their lives as opposed to getting “lost in [their] 
mind”.
Breathing and relaxation exercises and strategies involving 
visualising preferred responses or changing the traumatic images in 
response to flashbacks were reported to help the participants reduce distress 
associated with PTSD symptoms. They also seemed to challenge their 
beliefs about the uneontrollability and catastrophic consequences of their 
symptoms:
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And I  think where you’ve learnt to do it in here . . .  you can control 
it. I t ’s really strange —you think at first you can % because you think 
you ’re gonna have a heart attack or you ’re gonna die in a panic 
attack. . .  And when you can manage part o f  that cycle, you know 
that you can manage it all. (Mary)
Facing feared situations. Some, but not all, participants described 
needing to engage in activities and face situations or places they were 
“afraid o f’ or actively avoided as a result of the trauma. They experienced 
this to be very challenging, but also reported positive changes resulting from 
overcoming their avoidance. For example, they could engage in enjoyable 
activities or go to places that they previously feared. Some participants also 
highlighted the importanee of re-establishing their daily routines previously 
interrupted by PTSD symptoms.
Process and Delivery
This core category is closely linked with previously described 
category “techniques and interventions” (see Figure 4) and was identified as 
a factor directly and indirectly facilitating change. Whilst “techniques and 
interventions” referred to “what” was done in therapy, the “process and 
delivery” conceptualises participants’ perception of “how” the interventions 
were delivered.
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Scientific enquiry. This subcategory refers to the way in which 
participants relied on irrefutable evidence and reasoning to achieve change. 
Therapy involved learning about the brain structure and functioning, 
researching medical facts and trauma-related information, conducting 
experiments, and testing beliefs. Participants said that this way of working 
allowed them to better understand their trauma responses and PTSD 
symptoms. It also helped them challenge some of the previously held 
beliefs, for example about their responsibility for what had happened during 
the trauma. Some participants emphasised the value of keeping written
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records. For example, diaries were considered helpful in monitoring 
progress, whereas lists of negative predictions were useful in testing 
participants’ beliefs:
I t ’s good writing down all detail, even small things, writing down 
and then look at this list. . .  [it’s] really good [for] me to remind 
myself is nothing happened because you look at this evidence. (Amy)
Methodical approach. Participants emphasised that it was 
important that therapy was well planned and structured. Breaking the 
interventions down into small steps made them more manageable and less 
overwhelming for them. Participants described that by analysing their 
trauma memories “bit by bit”, therapists helped them name and digest their 
experiences. This seemed to have assisted the participants in making sense 
of what was happening in their lives and processing the traumatic memories. 
Participants also valued the fact that therapists modelled the use of speeifie 
techniques in sessions. Participants reported having had enough time and 
support from their therapists to master the use of specific tools and 
techniques before moving on to the next step:
So he teaches you how to breathe, teaches you how to focus, how to 
calm down. We keep going back to the drawing o f the cycle so that 
eventually gets imbedded so you know that is your aim to break it, 
breaking that down, storing your memory is the path you ’re going.
So keep working on it and going back to things, not trying to do it all 
in one go. (Mary)
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Metaphors and analogies. Many participants said that the analogies 
and metaphors helped them comprehend various concepts used in therapy 
and provided them with the rationale for specific interventions. Metaphors 
allowed the participants to understand and normalise their flashbacks and 
nightmares and facilitated their engagement in challenging parts of the 
treatment, such as reliving. It appeared that the use of metaphors also had a 
more direct effect on processing traumatic memories, as many participants 
described transferring trauma-related memories from one part of the brain to 
another. As such, they were exercising control over these memories and 
storing them in the “right place”, together with other memories of the past;
So in my short-term memory. . .  I ’ve got hits that I  obviously don’t 
want . . .  to he in there. So I  want to actually take them into my long­
term memory and whether I  need to actually either bin them, or 
shred them, or remember them, or put them in the file, you know?
So, that was good. (Louis)
Visual aids. This subcategory refers to the use of visual aids in 
therapy, such as a white board, or a piece of paper, where the therapists 
recorded and updated a timeline of their traumatic events, analysed hotspots, 
and drew pictures of a brain or diagrams (cycles) illustrating what clients 
needed to do to overcome their difficulties. Participants described that it 
helped them to “physicalise” their experiences and allowed them to see how 
“a mixture of memory and flashback and . . .  the pain and the hurt, and the 
raw emotion” (Allan) could be transferred into a coherent story with a 
beginning, middle and end. This made their traumatic memories more
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comprehensible and less frightening. Moreover, the act of writing the 
trauma story down assisted the participants in separating their traumatic 
memories from reality:
When you have a flashback. . .  your brain is actually putting you 
back exactly where you were so that everything is live and I  think 
that first time o f writing it down you can sort o f already start 
separating it from the real event. (Allan)
Some participants emphasised that the use of different colours on the 
visual materials helped them to focus and remember the key points 
discussed in sessions. Others described referring to written prompts on cards 
to calm themselves down whenever they experienced heightened anxiety 
caused by the flashbacks. Moreover, these visual aids also “plotted [their] 
progress” and reinforced the participants’ motivation to work hard.
Change
All participants described experiencing gradual changes as a result 
of engaging in therapy. They said that they could not have overcome their 
difficulties without specialist help and strongly recommended TF-CBT to 
other individuals experiencing PTSD. Most participants emphasised the 
benefits of therapy in the opening part of their interviews. Some also 
reported that not only themselves, but those who knew them, could notice 
the positive effect that the therapy had had on them.
Participants conceptualised change as a number of specific outcomes 
(see Figure 5), which will be elaborated below. Described changes related
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not only to PTSD symptom reduction, but also the development of more 
helpful ways o f relating to people and approaching problems in general. 
Depending on a participant, specific therapy outcomes might have been 
assigned different importance, however there was an agreement that change 
was dependent on clients’ engagement in therapeutic techniques and 
interventions delivered in a specific way, within the context of a therapeutic 
relationship of a particular kind. Moreover, participants seemed to have 
implicitly monitored their progress in therapy. Perceived positive outcomes 
appeared to cement the therapeutic relationship and keep them engaged in 
the process.
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Understanding. Prior to therapy, participants’ lives were dominated 
by terrifying experiences and reactions they could neither explain nor 
comprehend. One of the manifestations of change resulting from TF-CBT 
was the development of understanding of the trauma and the way PTSD had 
affected them. This understanding developed not only as a result of learning 
about PTSD from their therapists, but also having a first-hand experience of 
talking about their traumatic experiences and analysing them in fine detail. 
Participants described gaining a greater awareness of how their PTSD came
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about and why it manifested itself through flashbacks and nightmares for as 
long as the trauma memory remained unprocessed.
Participants also said that therapy allowed them to better understand 
the choices they made and the way they reacted during the traumatic event, 
but also increased their general awareness of the way the mind works:
Fve now been able to understand the way I  felt, the way 1 thought, 
the way I  acted and then the way I  perceived all o f that and I  guess 
that, from that understanding process Fve really been able to 
analyse the parts o f my mind which, which stimulate each action I  
will do. And, yeah just be able to, to know myself that bit better, I  
suppose. (Stephen)
Although participants highlighted that understanding the way the mind 
works might not have made their symptoms “evaporate”, awareness that 
there was a way “to communicate with [their] mind” made them feel safer 
and more confident that they could regain control over their symptoms 
eventually. This empowered them to process their traumatic memories.
Tools and strategies. In participants’ views, therapy gave them 
tools and strategies, for example breathing exercises or grounding 
techniques, to deal with overwhelming emotions, flashbacks and nightmares 
in a healthy and productive way. These strategies were not perceived to 
prevent those experiences from happening, but gave them practical solutions 
to cope with them once they had surfaced, thereby restoring their sense of 
control. Some participants highlighted that they have learnt to replace short­
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term and/or unhealthy strategies they used before, with coping mechanisms 
that had long-term benefits. These were applied purposefiilly and 
consciously at the beginning, before they could be used automatically:
But it became a habit as well. I  had to focus on it a lot when it 
happened before and really concentrate and try and remember. But 
in the end it was just there and I  didn 7, it just workedfor itself 
really. (Alexandra)
As the therapy progressed, some seemed to have developed a positive self­
talk -  initially based on therapists’ prompts -  which helped them self- 
soothe. With those new strategies in their toolboxes, participants felt more 
prepared to engage in trauma work, especially the reliving. Furthermore, 
they also appeared to have developed a greater awareness of their emotional 
states, which allowed them to respond differently in interactions with other 
people and use their skills to better manage anxiety-provoking or uncertain 
situations outside of therapy.
Processed trauma memory. One of the major changes resulting 
from TF-CBT described by the participants was processing the trauma 
memory, which ultimately led to reduction in nightmares and flashbacks (or 
their complete absence) and decreased their hypervigilance. This 
consequently transferred into improved functioning, for example better 
sleep or concentration.
Several participants conceptualised change resulting from talking 
about their traumas in therapy as the release of pressure. This sense of a
205
release came from sharing their secret in the finest detail and with complete 
honesty. For the first time since the trauma, participants seemed to have 
externalised their pain -  “put [it] onto someone else” -  in a way that was 
both safe and productive. The structure and purpose differentiated therapy 
from any other forms of talking about the trauma.
Participants also conveyed a sense of creating a complete story and 
transferring it into the long-term memory. With the right prompts from their 
therapists, they could “embellish” the “narrow strip” of their trauma 
memory and understand their experiences. They were also able to explore 
and put together intrusive fragments of the traumatic memories and form a 
“clear” narrative of what had happened that was no longer overwhelming. 
Once participants felt that every point of their trauma had been “accounted 
for” and no fiirther memories could be retrieved, their relationship with the 
traumatic memory had changed. Developing an understanding of the trauma 
and reassessing their experiences in an intellectual, rather than emotional 
way, helped the participants accept what had happened and create closure. 
Only this allowed them to put their traumatic memories to rest. Participants 
felt that they gained control over traumatic recollections -  they could 
remember them if they wished, but those memories did not appear in their 
minds against their will. Some still reported having an “odd” flashback, but 
not of the same strength, vividness, or frequency as before.
As a result of therapy, participants were also able to separate their 
trauma memory from the present reality. Whilst prior to treatment they felt 
as if they were experiencing the trauma in the present time, the change
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manifested itself in their abilities to attach a time-lag to their traumatic 
memories and conceptualise the trauma as a past event:
The memory was never in the past fo r me fo r a long time, a long 
time. But it definitely is now. (Alexandra)
In the process of describing traumatic memories to someone else, writing 
them down, or listening to the recordings of reliving, participants were able 
to externalise the traumatic memories. Once they were “out there”, they 
appeared more “tangible”, which allowed the participants to better 
understand what had happened and differentiate the “here and now” from 
“there and then”.
New perspectives. In the participants’ views, the treatment enabled 
them to look back at the traumatic events in a way that no longer caused 
them anxiety, guilt, or shame. They had not only redefined their self-image 
in the context of a traumatic event, but also developed new ways of 
responding in general:
I f  anything, the treatment was empowering me to look at my life and 
things differently. (Samantha)
Participants said that it was a combination of different factors, rather than 
one aspect of therapy that helped them develop new perspectives.
Engaging in trauma memory work and learning about how the brain 
processes information under extreme stress helped the participants 
understand and explain their reactions and behaviours within the specific 
context where they happened. This allowed them to challenge their beliefs
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that they were “weak” or responsible for what had happened. As a result, 
they could now see themselves reacting in congruence with their values and 
personal qualities or doing exactly what was expected of them at the time. 
The new meanings allowed them not only to overcome negative emotions, 
such as shame or guilt, but also -  in some cases -  replaced them with 
positive emotions, such as pride.
Changing the content of traumatic memories and developing skills to 
manage overwhelming emotions and PTSD symptoms seemed to help the 
participants regain their sense of efficacy and allowed them to perceive 
themselves being in control again. Some participants also described 
responding to their emotions differently by allowing themselves to 
experience their feelings instead of blocking or avoiding them.
Some participants spoke about having learnt to act with self­
compassion and disengage from judging themselves or others. It seemed 
that in addition to verbal reasoning used by the therapists, their non- 
judgemental and compassionate attitude towards their clients also facilitated 
this change.
Participants’ attitudes towards their traumatic experiences had also 
changed as the result of therapy. Whilst the trauma was not perceived as a 
“high point”, most participants no longer found it as painful or petrifying to 
talk about it. Some, but not all, participants felt enabled to share their 
experiences with others without fear or defensiveness. Those participants, 
who were unable to remember all parts of the traumatic event despite their
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greatest efforts, developed a level of acceptance as a result of therapy and 
came to terms with the unknown.
Moving forward. As a result of therapy, most participants described 
having reclaimed the person they used to be prior to the trauma, with some 
feeling enabled to exceed beyond how they were before and grow. 
Participants described re-establishing their normal routines, re-engaging in 
meaningful activities, and planning their future again:
Fm definitely living a life again. (Neil)
Change was perceived by most participants not as a complete cure, 
but as reaching a stage where they felt comfortable and confident enough to 
continue working on their recovery outside of therapy. Those who still had 
to deal with some of their difficulties said that the treatment had empowered 
to take those steps. Two participants were interviewed in the final stages of 
their therapy, whilst awaiting their follow-up sessions, however even at that 
stage they were satisfied with the progress they made.
Figure 6 presents the extended version of the preliminary model of 
clients’ understanding of TF-CBT for PTSD.
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Discussion
This study sought to explore clients’ experiences and understanding 
of TF-CBT for PTSD. Specifically, it aimed to investigate how clients 
perceived various therapeutic interventions used in this therapy. For those 
participants in whom change occurred, the study also aimed to explore how 
the use of these therapeutic interventions related to their understanding of 
change.
The preliminary model that emerged from the GT analysis of in- 
depth interview data showed that participants conceptualised TF-CBT as a 
process of collaborative working between themselves and therapists, which 
was represented by the core category “therapeutic relationship”. Participants 
found the therapeutic relationship to be a necessary, although not sufficient, 
prerequisite for change. From participants’ perspectives, successful 
outcomes were also dependent upon their active engagement in a number of 
therapeutic interventions implemented in a particular way. This was 
represented by two closely related core categories: “techniques and 
interventions” and “process and delivery”. The former category referred to 
“what” was done in therapy, whereas the latter depicted participants’ 
perception of “how” the interventions were delivered. All participants 
described experiencing gradual changes as a result of therapy and strongly 
recommended this treatment to other individuals with PTSD. “Change”, the 
final core category identified in this study, was conceptualised as a number 
of specific outcomes which extended beyond PTSD symptom reduction.
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Participants appeared to have implicitly monitored their progress and the 
perceived changes seemed to reinforce their commitment to therapy.
Techniques vs. Relationship
It has been argued that model specific techniques account for only 
15% of the variance in clinical outcomes (Lambert, 1992) and CBT 
approaches have often been criticised for not paying enough attention to the 
role of non-specific factors in therapy (e.g. Bjornsson, 2011). Indeed, 
although Jaycox et al. (2002) emphasised that PE should be delivered 
“within the context of an empathie and supportive therapeutic relationship” 
(p. 892), in general, TF-CBT protocols (e.g. Ehlers & Clark, 2000; Foa & 
Rothbaum, 1998; Resick & Schnicke, 1993) focus primarily on describing 
techniques. This study showed that both the therapeutic relationship and 
specific interventions were necessary to produce change and neither of these 
ingredients alone were sufficient in leading to successful outcomes. These 
findings are similar to the results of Rayner et al.’s (2011) exploratory study 
of clients’ understanding of change in CAT. The current research offers 
further insight into the role of both non-specific and specific factors that 
were described to facilitate change in TF-CBT.
“They’re onto something here” -  It All Starts with Engagement
Participants emphasised the importance of connecting with their 
therapists, which corresponds with the eategory “personal contact” 
identified in Timulak’s (2007) meta-analysis of helpful events in therapy. A 
trusting therapeutic relationship enabled the participants to engage in
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treatment and maintained their commitment to therapy. The initial meeting 
was often regarded to be crucial in establishing trust. This resonates with 
claims that the first impressions in therapy may be vital, given that clients 
are “keen observers” of their therapists (Manthei, 2005, p. 546).
Participants described therapy as a secure space, which resonates 
with Bowlby’s (1977) conceptualisation of treatment as a secure base from 
which clients ean explore their painful experiences (see Sable, 1995). 
Participants reported that therapists’ non-judgemental, positive, and caring 
attitude helped them open up and talk about their traumatic experiences, 
which echoes the reports from previous exploratory studies (Shearing et al., 
2011; Vincent et al., 2012). Furthermore, therapists were pereeived to be 
both firm and gentle, which was experienced by the participants as a sign of 
genuine care and ultimately facilitated their engagement in trauma 
processing. In this respect, the current study supports claims that the 
therapist’s skill to model strength and eourage to undertake exposure in TF- 
CBT (e.g. Morrison, 2011; Resiek, Monson, & Chard, 2008) helps the 
clients overcome their avoidance of exposure to the trauma memory.
Some participants valued in particular their therapists’ ability to 
show empathy and compassion. Similar to previous researeh (e.g. Vivino, 
Thompson, Hill, & Ladany, 2009), in this study compassion was equated 
with the therapists’ abilities not only to connect with their clients, but also to 
help them move beyond their suffering. Given the range of emotions 
resulting from a traumatic event (e.g. Grey, Holmes, & Brewin, 2001) -  
including guilt or shame -  the therapists’ ability to show empathy and
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compassion and their non-judgemental attitude might be particularly 
important in TF-CBT.
From the outset, therapists were perceived as knowledgeable and 
experienced in treatment of PTSD. The quality of therapists’ questions and 
eomments reassured the partieipants that the therapists understood their 
problems and had the necessary expertise to help them. The eurrent study 
provides preliminary evidence that the client’s perception of the therapist’s 
competence in PTSD treatment may rely not only on the objective 
measures, such as professional training, but also the client’s subjective 
judgment of the therapist’s skill to elicit and appropriately respond to 
trauma-related information. Confidence in their therapists’ professional 
expertise was described to facilitate the participants’ engagement in therapy 
and as such, appeared to have indirectly promoted change. Although this is 
consistent with the findings of previous qualitative studies (Shearing et al., 
2011; Vincent et al., 2012), it contrasts with Tallman’s and Bohart’s (1999) 
claims that therapists’ training and expertise are not a major contributor to 
change, as well as the results of the recent RCTs that showed that non­
experts produced eomparable outcomes in TF-CBT as CBT experts (e.g. 
Foa et al., 2005; Forbes et al., 2012). Nonetheless, with respect to the above 
cited elinical trials, it needs to be acknowledged that the non-expert 
clinicians recruited to these studies underwent specialist training prior to 
seeing RCT clients and received elosely monitored and intensive expert 
supervision throughout the duration of the trial, which might have affected 
the outeomes (see Roth, Pilling, Turner, 2010).
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Participants felt empowered by their therapists to make choices in 
therapy, which corresponds with the theme of “client involvement” in 
Timulak’s (2007) meta-analysis. Given that trauma is often associated with 
the loss of control (Holmes, Grey, & Young, 2005), participants’ 
involvement in making decisions appeared to strengthen their engagement 
in therapy and seemed to have been a mechanism of change in itself as it 
allowed them to regain their sense o f agency (Haggard & Tsakiris, 2009). 
Having influence over the pace and type of treatment was particularly 
important to participants. Whilst some participants needed to approach their 
traumatic experiences gradually, others wanted to immerse themselves in 
therapy and opted for an intensive treatment. In both cases, participants 
thought that therapy would have failed, had it not been tailored to suit their 
personal needs and preferences. Preliminary evidence suggests that TF-CBT 
may be equally effective regardless of whether it is delivered on a 
weekly/bi-weekly basis or in its intensive form (Ehlers, Clark, Haekmann et 
al., 2010). Data from the eurrent study indicates that providing clients with a 
choice about the intensity of treatment may play a vital role in successful 
therapy outcomes. This seems to be consistent with previous research that 
showed not only that clients appreciate the chance to make choices in 
therapy (Manthei, 2005), but also achieve better results if they are 
collaboratively involved in treatment planning (Tryon & Winograd, 2011).
In participants’ views, successful therapy outcomes were dependent 
upon joint working between themselves and therapists, which resonates with 
Beck’s (1976) idea o f collaborative empiricism. Thus, not only therapists’
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characteristics, but also participants’ self-determination to work hard and 
their commitment to talking about their worst experiences, despite anxiety 
and scepticism, were considered to be vital in achieving change. Although 
data from the current study does not support claims that therapy outcomes 
were mainly dependent on client-related factors (Bohart, 2000), it highlights 
the importance of accounting for client’s characteristics when describing 
change in TF-CBT.
The Importance of Preparation
In addition to the qualities specific to the therapeutic relationship 
that facilitated participants’ commitment to therapy, their engagement in 
particular interventions, such as reliving, was also dependent upon a clear 
and compelling rationale for the use of such techniques. Participants 
described that learning about different types of memory and the way the 
mind processes information helped them normalise their responses to the 
trauma and made it easier for them to accept the rationale for treatment, 
which is consistent with the aims of the psycho-educational aspects of TF- 
CBT protocols (e.g. Ehlers & Clark, 2000; Foa et al., 2007; Resick & 
Schnicke, 1993). This study suggests that psycho-education produced 
change both indirectly and directly. On the one hand, it gave partieipants 
hope that there was a way of processing their traumatic memories, which 
subsequently facilitated their engagement in direct trauma work. On the 
other hand, it helped them comprehend and normalise their PTSD symptoms 
and reactions which they could neither explain nor understand prior to 
coming to treatment.
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Participants also described helpful aspects of using specific affect 
regulation and symptom management strategies, which not only prepared 
them for the trauma memory processing, but also facilitated change through 
reducing both symptoms and the distress associated with them. Dissociation 
and severe panic attacks are listed among the factors that impede clients’ 
engagement in treatment (Resick, Monson, & Chard, 2008); hence, the use 
of grounding techniques (Najavits, 2002) is recommended in TF-CBT to 
help re-orient the client to the present and the reality. Anxiety management 
training may also be incorporated in treatment (Foa & Rothbaum, 1998) to 
equip clients with skills to manage the emotional and physiological 
reactions to the re-experiencing symptoms. Consistently with their 
theoretical basis (Najavits, 2002; Leahy & Holland, 2000), the grounding, 
breathing and relaxation techniques were described by the participants as 
useful in redirecting their attention to the environment, getting immediate 
relief from distress, restoring their sense of self-efficaey, and helping them 
engage in direct trauma memory work.
In addition, through the use of these strategies, some of the unhelpful 
appraisals about the uncontrollability and catastrophic consequences of 
experiencing anxiety were also challenged and modified, which reflects 
previously reported benefits of using such interventions (Clark, 1986). This 
study showed that becoming skilled in managing some elements of PTSD 
gave the participants confidence that eventually they could control also 
other aspects of this condition. This fits with theoretical underpinnings of 
PTSD models (e.g. Ehlers & Clark, 2000; Foa & Rothbaum, 1998) which
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predict that successfol treatment will result in changes in appraisals about 
PTSD symptoms and self-eompetence.
Processing the Trauma Memory
Consistent with the principles of TF-CBT protocols (e.g. Ehlers & 
Clark, 2000, Foa & Rothbaum, 1998; Resick & Schnicke, 1993), direct 
work on the trauma memory was considered by all study participants as a 
central part of therapy and a necessary condition for change. In this respect, 
participants equated change with the degree of processing of the trauma 
memory and thought that this could only be achieved by talking about their 
traumatic experiences within the context of a therapeutic relationship.
Participants identified a number of discrete components of the 
trauma memory work, including: creating an outline of the events, reliving 
the trauma, and working on hotspots. In terms of the content, these 
corresponded to imaginai reliving (e.g. Ehlers & Clark, 2000; Foa & 
Rothbaum, 1998), eognitive restructuring (e.g. Ehlers & Clark, 2000; Foa & 
Rothbaum, 1998, Resiek & Schnieke, 1993), imagery rescripting (e.g. 
Smucker & Dancu, 1999), and in ease of one client, also creating a written 
trauma aceount (Resick & Schnicke, 1993).
The value of shared expertise (see McLaughlin, 2009) and 
collaboration transpired from participants’ accounts. Therapists were 
believed to know how to lead the elients through the process and help them 
make sense of their experiences. Participants also thought that it was vital 
that they shared their lived experiences o f PTSD with complete honesty and
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persevered in treatment. Previous claims that clients’ absolute transparency 
is not required for suecessful outcomes (Rennie, 2002) have not been 
substantiated by this study.
As highlighted in the literature review, there is an ongoing debate 
about what elements of TF-CBT work and how (e.g. Bryant et al, 2008; Foa 
et al, 2005). The eurrent study suggests that different aspects of 
interventions used in this therapy may be helpful for clients. By and large, 
these techniques appeared to complement each other and, with the exeeption 
of one participant, no technique on its own appeared to be suffieient in 
processing the trauma memory.
Creating a timeline was described by many participants as the first 
time when they outlined the traumatic events from beginning to end, which 
they thought was helpful in making sense of what had happened. Reliving 
was experienced as the hardest and the most painful, but also a very 
benefieial part of the treatment, similar to how it was described in Shearing 
et a l ’s (2011) study.
Several participants equated reliving to sharing their secret in the 
finest detail and with eomplete honesty for the first time, which helped them 
release the pressure and externalise their pain. This effect appeared to differ 
from habituation (Foa & Rothbaum, 1998) as participants conveyed a sense 
of getting the relief just by telling their story from beginning to end instead 
of suppressing it.
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Participants reported that reliving helped them make sense of the 
flashbacks and nightmares and ultimately made those symptoms less 
frightening. It appeared that the reported change resulted not from the 
habituation of fear (as proposed by Foa & Rothbaum, 1998), but rather the 
elaboration and contextualisation of the trauma memory, as more details of 
the traumatic scene were recovered and brought to conscious attention 
(Ehlers & Clark, 2000).
Some participants expressed the view that incorporating the sensory 
aspects of the trauma scene in their detailed account of the traumatic event 
helped them engage emotionally with the trauma memory and process it.
This seems to support predictions made by the dual representation theory 
(Brewin et al., 1996; Brewin et al., 2010) that posits that deliberate focusing 
on the trauma memory and including the sensory aspects of trauma scene 
into the verbally created trauma narrative supports successful processing of 
the trauma.
As a result of reliving, participants described learning that 
experieneing intense emotions did not lead to catastrophic consequences. 
This supports the claims that imaginai reliving alone may produce change -  
at least in some -  negative appraisals via spontaneous cognitive 
restructuring (Foa & Rothbaum, 1998; Grey, Young, & Holmes, 2002).
Reliving was also considered to be helpfiil in developing the sense of 
the trauma being a past event, as opposed to something happening in the 
present. This appeared to result from conscious processing of the discrepant 
information and eontextualising the traumatic event spatially and temporally
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-  for example, by listening to recordings of the reliving in a safe 
environment. Such processing of the trauma memory is consistent with 
predictions made by the dual representation theory (Brewin et al., 1996; 
Brewin et al., 2010) and the cognitive model of PTSD (Ehlers & Clark, 
2000).
With the exeeption of one participant, creating an outline of the 
events and reliving alone were not suffieient to fully process the trauma 
memory. All other participants described needing to work on hotspots 
identified during reliving in order to change the meanings assoeiated with 
these specific aspects of the trauma memory. In this respect, reliving 
appeared to be helpful not in promoting habituation (Foa & Rothbaum,
1998), but identifying negative appraisals attached to these moments of peak 
distress (Ehlers & Clark, 2000; Grey et al., 2002).
Participants reported that analysing hotspots allowed them to better 
understand their thoughts, feelings, and behaviours at the time of the 
trauma, which corresponds with the general principles of cognitive therapy 
(Beck, 1976). Participants thought that applying a rational and logical 
interpretation of what had happened and putting their responses in an 
appropriate context enabled them to modify the negative meanings attached 
to particularly distressing aspects of the trauma memory. These ehanges in 
appraisals resulted from targeted cognitive restructuring, which supports the 
value of cognitive therapy in TF-CBT (e.g. Ehlers & Clark, 2000; Resick & 
Schnicke, 1993). It is of interest that eognitive restructuring resulted not 
only in the reduction of the negative emotions, such as guilt or shame, but
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also -  in some cases -  led to their substitution with positive emotions, such 
as pride.
Two participants highlighted that it was necessary for them to learn 
to show greater compassion to themselves and disengage from judging 
themselves or others in order to frilly process specific hotspots. Gilbert 
(2009) highlighted that compassion-focused therapy may be helpful for 
clients who do not benefit from the use of standard eognitive restructuring, 
despite being able to generate logically sound alternatives for their 
unhelpful beliefs. It seemed that in addition to verbal reasoning used by the 
therapists, therapists’ non-judgemental and compassionate attitude helped to 
instil self-compassion in their clients, which resonates with Gilbert’s (2009) 
ideas.
Helpfiil aspects of working directly on the traumatic images were 
also reported in this study. Visualising a preferred response or ehanging the 
content of a trauma image, partieularly in the context of flashbacks and 
nightmares, was perceived to be helpful in managing distress related to 
those intrusions and eventually led to a decrease in their frequency. Such 
strategies allowed the participants to put themselves back in control, which 
corresponds with the goals of imagery rescripting (Smucker & Dancu,
1999).
Participants reported that therapy allowed them to form a complete 
story of what had happened and helped them reassess the meanings attached 
to traumatic events. This supports the importance of both exposure and 
cognitive therapy (Ehlers & Clark, 2000; Foa & Rothbaum, 1998). Without
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reliving, participants would have been unable to recall and elaborate the 
trauma memory, whereas -  as highlighted above -  without cognitive 
restructuring, they would not necessarily have modified negative appraisals 
associated with specific hotspots.
Participants felt that as a result of therapy, they could intentionally 
recall the memories of traumatic events whenever they ehose to -  which 
they contrasted with experiencing involuntary intrusions prior to coming to 
therapy. They also described being able to talk about what had happened 
without fear or defensiveness. This supports the predieted outcomes of 
successful processing of the trauma originating from the dual representation 
theory (Brewin et al., 1996; Brewin et al., 2010).
How Interventions Are Delivered Does Matter
The findings of the eurrent study suggest that the specific way in 
which therapeutic interventions were delivered also played an important role 
in producing change. In keeping with the general principles of CBT (see 
Westbrook, Kenner ley, & Kirk, 2007), TF-CBT incorporated examining 
facts and evidence, which allowed the participants to better understand their 
trauma responses and PTSD symptoms. Furthermore, participants reported 
that irrefutable evidence helped them modify previously held negative 
appraisals.
Partieipants valued the struetured and paced approach to sessions.
By breaking the interventions down into small steps, modelling the use of 
specific techniques, and allowing clients enough time to absorb information
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and practise new skills, therapists appeared to have made spécifié aspects of 
TF-CBT more manageable and less overwhelming for their clients. 
Participants described that this facilitated their engagement in therapy and 
helped them benefit from therapeutic interventions. Given the 
unpredictability of PTSD symptoms (e.g. Clark & Ehlers, 2000) and 
memory difficulties often reported among PTSD sufferers (Taylor, 2004), 
these findings suggest that a paced and structured approach might maximise 
retention of information and increase clients’ self-efficacy (Bandura, 1997).
Metaphors and analogies are recommended in TF-CBT (Ehlers & 
Clark, 2000) to illustrate the rationale for reliving. In the current study, they 
were not only found useful in this respect, but appeared to have had a more 
direct effect on the processing of traumatic memories, as many of the 
participants described working on traumatic memories and exereising 
control over these memories by moving, shredding, or storing them in the 
“right place” in the brain. Such strategies were described to decrease or stop 
the flashbacks and appeared to reflect the helpftil aspects of reliving and 
cognitive restructuring (Ehlers & Clark, 2000).
Participants benefited from the use of visual aids in therapy. These 
were found helpful in focusing participants’ attention and aiding retention of 
information. In addition, the use of visual aids allowed the participants to 
“physicalise” their traumatic memories. As sueh, once externalised and 
written down (or in some cases audio-reeorded), the traumatic memories 
appeared more tangible and therefore more comprehensible and less 
frightening. The act of writing down the trauma story (or listening to
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recording of reliving) also helped the participants to separate the traumatic 
memory from reality. The researcher did not find previous literature that 
would describe the benefits of externalising the trauma memory.
Beyond Symptom Reduction -  Conceptualisation of Change in TF-CBT
Studies examining the efficacy of TF-CBT mainly conceptualise 
successful outcomes in therapy in terms of reduction in symptoms of PTSD 
and co-morbid conditions (e.g. Bryant, et al., 2008; Chard et al., 2012). One 
of the major changes identified by the partieipants in this study was the 
processing of the trauma memory. Processed trauma memory was 
conceptualised as releasing the pressure, creating a complete trauma 
narrative and separating trauma memory from reality, as described above. In 
line with the predictions made by all the main PTSD models (Brewin et al., 
2010; Ehlers & Clark, 2000; Foa & Riggs, 1993), this led to the reduetion in 
the vividness, strength, and frequency of nightmares and flashbaeks (or their 
complete absence) and decreased hypervigilance. In turn, this translated into 
improved general fimctioning, for example better sleep or coneentration. 
However, the findings of the current study suggest that change in TF-CBT 
extended beyond symptom relief.
Partieipants described having developed greater awareness of how 
the mind processes information, which helped them gain a better 
understanding of PTSD symptoms and allowed them to redefine their self- 
images in the context of traumatie events. Sueh ehanges are eonsistent with 
the aims of TF-CBT (Ehlers & Clark, 2000; Foa & Rothbaum, 1998; Resiek 
& Schnicke, 1993) and correspond with the theme “awareness/insight/self-
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understanding” reported in Timulak’s (2007) meta-analysis. Developing 
insight into their emotional states also gave the participants more control 
over their responses in their day-to-day interactions with other people. 
Participants thought that therapy equipped them with skills to manage 
heightened anxiety in a way that was both healthy and productive. As the 
therapy progressed, some participants seemed to have developed positive 
self-talk and greater abilities to self-soothe.
Success in therapy was also described by the participants in terms of 
their abilities to reelaim their lives and former selves. This is consistent with 
the aims of CT-PTSD (Ehlers & Clark, 2000) and the experiences of 
participants in Shearing et a l ’s (2011) study. Some participants indicated 
that therapy helped them not only re-gain their former selves, but also 
exceed and grow, which might reflect the idea o f post-traumatic growth 
(Zoellner & Maercker, 2006), also previously reported in Shearing et al.’s
(2011) study.
Importantly, change was perceived by most participants not as a 
complete cure, but as reaching a stage where they felt comfortable and 
confident enough to continue working on their difficulties outside of 
therapy, which resonates with the principles of the recovery model 
(Anthony, 1993).
Study Limitatious
The selected methodology for this study allowed to address the 
researeh question and meet the study aims, however, this study has a
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number of limitations that need to be taken into account when considering 
the results of this research. Given the opt-in reeruitment strategy, it is likely 
that elients who experieneed change were more inclined to participate, thus 
views of those clients who did not benefit (or benefited less) from therapy 
might not be captured in the model.
The sample was diverse in terms of the trauma and treatment type 
which is a strength. The sample was also diverse in terms of demography 
with the exception of ethnieity, as the recruited participants were mainly 
White British. The study did, however, exclude those clients who were 
unable to complete an interview in English and the researcher wondered if 
their experiences and understanding of TF-CBT might differ.
Information about the speeific TF-CBT model used by therapists 
was not available and the adherenee to a partieular model was not 
monitored. Although this might be considered a limitation of the study, it 
may also be perceived as a strength, as it helped to look more broadly at 
what clients thought worked in TF-CBT and how.
Clinical Implications
All study partieipants reported changes despite experiencing anxiety 
about undertaking TF-CBT and sceptieism about whether specific 
interventions were going to help them or not. All participants also strongly 
recommended this therapy to other individuals experiencing PTSD. 
Although these findings cannot be generalised to all clients who engage in
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TF-CBT, they might provide a form of reassurance for individuals 
experiencing anxiety about undertaking this therapy.
The value of both the therapeutic relationship and TF-CBT specific 
techniques in producing change was emphasised in this study. Thus, these 
findings highlight the importance of both establishing a trusting therapeutic 
relationship (Jayeox et al, 2002) and undertaking adequate specialist 
training in TF-CBT (Taylor, 2004) when working with clients with PTSD.
Previous studies debated the value of eombining exposure and 
cognitive therapy (e.g. Bryant et al, 2008; Foa et al, 2005). The current 
study highlights the importance of both and suggests how they might be 
beneficial in helping clients process their traumatic memories. This study 
also highlighted the possible limitations of standard cognitive restructuring 
and suggested the benefits of incorporating compassion-focused therapy 
(Gilbert, 2009) for clients with PTSD.
Reported changes extended beyond symptom relief; therefore it 
might be beneficial for the services to include other outcome measures to 
capture a range of changes experienced by clients, not only reduction in 
PTSD and co-morbid conditions symptoms.
Research Implications
Based on the current study, a number of areas for future research are 
proposed. Qualitative studies are foeused on rieh exploration of a particular 
topic, rather than generalisability o f findings (Timulak, 2013); therefore, 
although the preliminary model is transferable to clients with similar
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characteristics to study participants, future research is needed to establish 
whether the model can apply to a wider population of clients undergoing 
TF-CBT. Furthermore, it may be helpful to explore experiences and 
understanding of this therapy among clients who do not improve or report 
changes.
The study highlighted a number of factors that clients considered 
vital to their engagement in therapy in general, and direct trauma memory 
work in particular, for example the perceived therapists’ expertise in 
treatment of PTSD. As such, these factors appeared to have indirectly 
contributed to change; however, future researeh is needed to further explore 
these possible relationships.
Finally, as the preliminary model for change in TF-CBT from 
clients’ perspective has been established, further quantitative elaboration of 
the model is warranted. A number of possible relationships between 
different elements of the model have been suggested, but these relationships 
would need to be tested in future quantitative research to assess their 
validity.
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Conclusion
TF-CBT is an established and effîeacious treatment for PTSD, but 
little is still known conclusively about the mechanisms of change in this 
therapy. This study adds another perspective to the body of literature in this 
area by describing how clients themselves understand TF-CBT and perceive 
it to be working.
All participants emphasised the benefits of receiving TF-CBT and 
strongly recommended this treatment to other clients. In participants’ views, 
both the therapeutic relationship and spécifié interventions were necessary 
to produce change and neither of these ingredients alone were sufficient in 
leading to suecessfiil outcomes. Not only the content but also the delivery of 
interventions was found important.
Direct work on the trauma memory was described as a eentral part 
of therapy. Talking about their traumas within the eontext of a trusting 
therapeutic relationship allowed the participants to process their traumatic 
memories. Confidence in their therapists’ professional expertise, as well as 
therapists’ non-judgemental, positive, and caring attitude facilitated 
participants’ engagement in therapy and appeared to indirectly contribute to 
change. Participants emphasised the collaborative nature of TF-CBT and 
highlighted that successful outcomes also depended upon their own 
commitment to therapy and self-determination. Participants appeared to 
have implicitly monitored their progress and the perceived changes seemed 
to further reinforce their commitment to treatment.
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Processing the trauma memory helped the participants to release the 
pressure and form a complete story of the trauma. It also allowed them to 
change the meanings attaehed to hotspots and develop the sense of the 
trauma being a past event. This led to a reduction in PTSD symptoms and 
translated into improved general functioning.
This study sheds more light into the role of exposure and eognitive 
therapy in TF-CBT. Both teehniques appeared to complement each other 
and, with the exception of one participant, no technique on its own seemed 
to be sufficient in processing the trauma memory. Helpful aspeets of using 
imagery reseripting were also described. The study highlighted some 
limitations of using standard cognitive restructuring in TF-CBT and 
suggested that incorporating compassion-focused therapy might be helpful 
when working with clients with PTSD.
Other therapeutie interventions were considered beneficial in helping 
the participants understand their experiences and providing them with 
strategies to manage affect. Positive outeomes of therapy extending beyond 
symptom relief were also described.
The selected methodology for this project allowed for an in-depth 
exploration of clients’ understanding of change in TF-CBT, nonetheless, 
given the qualitative nature of this study, future quantitative research is 
needed to test and further elaborate the proposed model. The importanee of 
establishing a trusting therapeutie relationship and undertaking adequate 
specialist training in TF-CBT when working with clients with PTSD has
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been highlighted. Other elinical implications of the study have also been 
suggested.
232
References
American Psychiatric Association (1980). Diagnostic and statistical manual
o f mental disorders (3rd ed.). Washington, DC: Author.
American Psychiatric Association. (2000). Diagnostic and statistical
manual o f mental disorders (4th ed., text rev.). Washington, DC: 
Author.
Anthony, W.A. (1993). Recovery from mental illness: The guiding vision of 
the mental health service system in the 1990s. Psychosocial 
Réhabilitation Journal 16, \ \—23).
Bandura, A. (1997). Self-efficacy: The exercise o f control. New York, NY: 
Freeman & Co.
Beck, A.T. (1976). Cognitive therapy and the emotional disorders. 
NewYork, NY: International Universities Press.
Birks, M., & Mills, J. (2011). Grounded theory: A practical guide. London: 
Sage.
Bisson, J., & Andrew, M. (2009). Psychological treatments of post-
traumatic stress disorder (PTSD). The Cochrane Library, 2009 (1). 
doi:10.1002/14651858.CD003388.pub3
Bisson, J. I., Ehlers, A., Matthews, R., Pilling, S., Richards, D., & Turner, S. 
(2007). Psychological treatments for chronic post-traumatic stress 
disorder: Systematic review and meta-analysis. The British Journal 
o f Psychiatry, 190(2), 97-104. doi: 10.1192/bjp.bp. 106.021402
233
Bjornsson, A. S. (2011). Beyond the “psychological placebo”: Specifying 
the nonspecific in psychotherapy. Clinical Psychology: Science and 
Practice, 18{2), 113-118. doi:10.1111/j.l468-2850.2011.01242.x
Bohart, A. C. (2000). The client is the most important common factor: 
Clients' self-healing capacities and psychotherapy. Journal o f 
Psychotherapy Integration, 10(2), 127-149. 
doi: 10.1023/A: 1009444132104
Bohart, A. C. (2007). An alternative view of concrete operating procedures 
from the perspective of the client as active self-healer. Journal o f  
Psychotherapy Integration, 77(1), 125-137. dohlO.1037/1053- 
0479.17.1.125
Bowlby, J. (1977). The making and breaking of affeetional bonds: 1.
Aetiology and psychopathology in the light of attachment theory. 
The British Journal o f Psychiatry, 130, 201-210. 
doi:10.1192/bjp.l30.3.201
Breslau, N. (2009). The epidemiology of trauma, PTSD, and other
posttrauma disorders. Trauma, Violence, & Abuse, 10(3), 198-210. 
doi: 10.1177/1524838009334448
Brewin, C. R. (2001). A cognitive neuroscience account of posttraumatic 
stress disorder and its treatment. Behaviour Research and Therapy, 
39, 373-393.
234
Brewin, C. R., Dalgleish, T., & Joseph, S. (1996). A dual representation
theory of post traumatic stress disorder. Psychological Review, 103, 
670-686.
Brewin, C., Gregory, J., Lipton, M., & Burgess, N. (2010) Intrusive images 
in psychological disorders: Characteristics, neural mechanisms, and 
treatment implications. Psychological Review, 117(1), 210-232.
Bronner, M. B., Peek, N., de Vries, M., Bronner, A. E., Last, B. F., & 
Grootenhuis, M. A. (2009). A community-based survey of 
posttraumatic stress disorder in the Netherlands. Journal o f  
Traumatic Stress, 22(1), 74-78.
Bryant, R. A., Moulds, M. L., Guthrie, R. M., Dang, S. T., Mastrodomenico, 
J., Nixon, R. V., & ... Creamer, M. (2008). A randomized controlled 
trial o f exposure therapy and cognitive restructuring for 
posttraumatic stress disorder. Journal o f Consulting and Clinical 
Psychology, 76(A), 695—703. doi:10.1037/a0012616
Chard, K. M., Ricksecker, E. G., Healy, E. T., Karlin, B. E., & Resiek, P. A.
(2012). Dissemination and experience with cognitive processing 
therapy. Journal o f Rehabilitation Research & Development, 49(5), 
667-678. doi:10.1682/JRRD.2011.10.0198
Charmaz, K. (2006). Constructing grounded theory: A practical guide 
through qualitative analysis. London: Sage.
Clark, D. M. (1986). A eognitive approach to panic. Behaviour Research 
and Therapy, 24(A), 461-470. doi: 10.1016/0005-7967(86)90011 -2
235
Crowe, M. M., Whitehead, L. L., Carlyle, D. D., Mcintosh, V. V., Jordan, J. 
J., Joyce, P. P., & Carter, J. J. (2012). The process of change in 
psychotherapy for depression: Helping clients to reformulate the 
problem. Journal o f Psychiatric and Mental Health Nursing, 79(8), 
681-689. dohlO.l 11 l/j.1365-2850.2011.01840.x
Cruwys, T., & O'Kearney, R. (2008). Implications of neuroscientific
evidence for the cognitive models of post-traumatie stress disorder. 
Clinical Psychologist, 72(2), 67-76. 
doi:10.1080/13284200802356820
Department of Health. (2011). No health without mental health: A cross­
government mental health outcomes strategy for people o f all ages. 
Retrieved from
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/doc 
uments/digitalasset/dh_l 2405 8.pdf
Devilly, G. J., & Spence, S. H. (1999). The relative efficacy and treatment 
distress of EMDR and a cognitive-behavior trauma treatment 
protocol in the amelioration of posttraumatic stress disorder. Journal 
o f Anxiety Disorders, 75(1-2), 131—157. doi:10.1016/S0887- 
6185(98)00044-9
Duffy, M., Gillespie, K., & Clark, D. (2007). Post-traumatic stress disorder 
in the context of terrorism and other civil conflict in Northern 
Ireland: Randomised controlled trial. BMJ (Clinical Research Ed.), 
55^(7604), 1147-1150.
236
Ehlers, A., & Clark, D. M. (2000). A cognitive model of posttraumatic 
stress disorder. Behaviour Research and Therapy, 38, 319-345.
Ehlers, A., Bisson, J., Clark, D. M., Creamer, M., Pilling, S., Richards, D.,
& ... Yule, W. (2010). Do all psychological treatments really work 
the same in posttraumatic stress disorder? Clinical Psychology 
Review, 30(2), 269-276. doi: 10.1016/j.epr.2009.12.001
Ehlers, A., Clark, D. M., Hackmann, A., Grey, N., Liness, S., Wild, J., & ... 
McManus, F. (2010). Intensive cognitive therapy for PTSD: A 
feasibility study. Behavioural and Cognitive Psychotherapy, 55(4), 
383-398. doi:10.1017/S1352465810000214
Ehlers, A., Clark, D. M., Hackmann, A., McManus, F., & Fennell, M.
(2005). Cognitive therapy for post-traumatie stress disorder: 
Development and evaluation. Behaviour Research and Therapy, 
43{A), 413^31. doi: 10.1016/j.brat.2004.03.006
Ehlers, A., Clark, D. M., Hackmann, A., McManus, F., Fennell, M.,
Herbert, C., & Mayou, R. (2003). A randomized controlled trial of 
cognitive therapy, a self-help booklet, and repeated assessments as 
early interventions for posttraumatic stress disorder. Archives O f 
General Psychiatry, 50(10), 1024-1032. 
doi: 10.100 l/archpsyc.60.10.1024
Elliott, R. (2008). Research on client experiences of therapy: Introduction to 
the special section. Psychotherapy Research, 75(3), 239-242. 
doi: 10.1080/10503300802074513
237
Elliott, R. (2010). Psychotherapy change process research: Realizing the 
promise. Psychotherapy Research, 20(2), 123-135. 
doi:10.1080/l 0503300903470743
Fassinger, R. E. (2005). Paradigms, praxis, problems, and promise:
Grounded theory in counseling psychology research. Journal o f 
Counseling Psychology, 52(2), 156—166. dohlO.1037/0022- 
0167.52.2.156
Foa, E. B. (2011). Prolonged exposure therapy: Past, present, and future. 
Depression and Anxiety, 25(12), 1043-1047. doi: 10.1002/da.20907
Foa, E. B., & Kozak, M. J. (1986). Emotional processing of fear: Exposure 
to corrective information. Psychological Bulletin, 99, 20—35.
Foa, E. B., & Rauch, S. M. (2004). Cognitive ehanges during Prolonged 
Exposure versus Prolonged Exposure plus Cognitive Restructuring 
in female assault survivors with posttraumatic stress disorder. 
Journal o f Consulting and Clinical Psychology, 72(5), 879-884. 
doi:10.1037/0022-006X.72.5.879
Foa, E. B., & Riggs, D. S. (1993). Post-traumatic stress disorder in rape 
victims. In J. Oldham, M. B. Riba, & A. Tasman (Eds.), American 
Psychiatric Press Review o f Psychiatry (Vol. 12, pp. 273-303). 
Washington, DC: American Psychiatric Press.
Foa, E. B., & Rothbaum, B. O. (1998). Treating the trauma o f rape:
Cognitive—behavioral therapy for PTSD. New York: Guilford Press.
238
Foa, E. B., Hembree, E. A., & Rothbaum, B. (2007). Prolonged exposure 
therapy fo r  PTSD: Emotional processing o f traumatic experiences: 
Therapist guide. New York, NY US: Oxford University Press.
Foa, E. B., Hembree, E. A., Cahill, S. P., Raueh, S. M., Riggs, D. S., Feeny, 
N. C., & Yadin, E. (2005). Randomized trial o f prolonged exposure 
for posttraumatic stress disorder with and without cognitive 
restructuring: Outcome at academic and community clinics. Journal 
o f Consulting and Clinical Psychology, 75(5), 953-964. 
doi:10.1037/0022-006X.73.5.953
Foa, E. B., Steketee, G., & Rothbaum, B. O. (1989). BehavioraFcognitive 
conceptualisation of post-traumatie stress disorder. Behavior 
Therapy, 20(2), 155-176.
Forbes, D. D., Lloyd, D. D., Nixon, R. V., Elliott, P. P., Varker, T. T., Perry, 
D. D., & ... Creamer, M. M. (2012). A multisite randomized 
controlled effectiveness trial of cognitive processing therapy for 
military-related posttraumatic stress disorder. Journal o f Anxiety 
Disorders, 26(3), 442-452. doi: 10.1016/j.janxdis.2012.01.006
Gallagher, M. W., & Resiek, P. A. (2012). Mechanisms of change in
cognitive processing therapy and prolonged exposure therapy for 
PTSD: Preliminary evidence for the differential effects of 
hopelessness and habituation. Cognitive Therapy and Research, 
36(6), 750-755. doi: 10.1007/s10608-011 -9423-6
239
Gilbert, P. (2009). Introducing compassion-focused therapy. Advances in 
psychiatric treatment, 15, 199-208. doi: 10.1192/apt.bp. 107.005264
Gilman, R., Schumm, J. A., & Chard, K. M. (2012). Hope as a change 
mechanism in the treatment of posttraumatic stress disorder. 
Psychological Trauma: Theory, Research, Practice, and Policy, 
4(3), 270-277. doi:10.1037/a0024252
Glaser, B. G., & Strauss, A. L. (1967). The discovery o f grounded theory. 
Chicago: Aldine.
Glaser, B. G. (1978). Theoretical sensitivity. Mill Valley, CA: The 
Sociology Press.
Grey, N., Holmes, E., & Brewin, C. R. (2001). Peri-traumatie emotional 
‘hotspots’ in traumatic memory: A case series of patients with 
posttraumatic stress disorder. Behavioural and Cognitive 
Psychotherapy, 29, 367-372.
Grey, N., Young, K., & Holmes, E. (2002). Cognitive restructuring within 
reliving: A treatment for peritraumatic emotional 'hotspots' in 
posttraumatic stress disorder. Behavioural and Cognitive 
Psychotherapy, 30(1), 37-56. doi:10.1017/S1352465802001054
Hagenaars, M. A., van Minnen, A., & de Rooij, M. (2010). Cognitions in 
prolonged exposure therapy for posttraumatic stress disorder. 
International Journal o f Clinical and Health Psychology, 10(3), 
421-434.
240
Haggard, P., & Tsakiris, M. (2009). The experience of agency: Feelings, 
judgments, and responsibility. Current Directions in Psychological 
Science, 75(4), 242-246. doi:10.1111/j.l467-8721.2009.01644.x
Herman, J. L. (1992). Complex PTSD: A syndrome in survivors of
prolonged and repeated trauma. Journal o f  Traumatic Stress, 5(3), 
377-391.
Hodgetts, A., &Wright, J. (2007). Researching clients’ experiences: A 
review of qualitative studies. Clinical Psychology and 
Psychotherapy, 14, 157-163. doi: 10.1002/cpp.527
Holmes, E. A., Grey, N., & Young, K. A. D. (2005). Intrusive images and 
“ hotspots” of trauma memories in posttraumatic stress disorder: An 
exploratory investigation of emotions and cognitive themes. Journal 
o f Behavior Therapy and Experimental Psychiatry, 36, 3—17.
Jayeox, L. H., Zoellner, L., & Foa, E. B. (2002). Cognitive-behavior therapy 
for PTSD in rape survivors. Journal o f Clinical Psychology, 55(8), 
891-906. doi: 10.1002/jclp. 10065
Kazdin, A. (2007). Mediators and mechanisms o f change in psychotherapy 
research. Annual Review o f Clinical Psychology, 31-27.
Keogh, B., & Daly, L. (2009). The ethies of conducting research with
mental health service users. British Journal o f Nursing, 75(5), 277- 
281.
241
Kleim, B., Grey, N., Wild, J., Nussbeck, F. W., Stott, R., Hackmann, A., &
... Ehlers, A. (2013). Cognitive change predicts symptom reduction 
with cognitive therapy for posttraumatic stress disorder. Journal o f 
Consulting and Clinical Psychology, 81(3), 383—393. 
doi: 10.1037/a0031290
Lambert, M. (1992). Implications of outcome research for psychotherapy 
integration. In J. Norcross, & J. Goldstein (Eds.), Handbook o f 
psychotherapy integration (pp. 94—129). New York: Basic Books.
Lang, P. J. (1977). Imagery in therapy: An information processing analysis 
of fear. Behavior Therapy, 8(5), 862-886. doi:10.1016/S0005- 
7894(77)80157-3
Leahy, R. L., & Holland, S. J. (2000). Treatment plans and interventions for  
depression and anxiety disorders. New York, NY US: Guilford 
Press.
Macran, S., Ross, H., Hardy G. E., & Shapiro, D. A. (1999). The importance 
of considering clients’ perspectives in psychotherapy research. 
Journal o f Mental Health 5(4), 325-33. doi: 
10.1080/09638239917256
Manthei, R. J. (2005). What can clients tell us about seeking counselling 
and their experienee of it? International Journal for the 
Advancement o f Counselling, 27(4), 541-555.
Mason, B. (1993). Towards positions of safe uncertainty. Human Systems: 
The Journal o f Systemic Consultation & Management, 4 , 189-200.
242
McLaughlin, H. (2009). What’s in a name: ‘Client’, ‘patient’, ‘customer’, 
‘consumer’, ‘expert by experience’, ‘service user’—What’s next? 
British Journal o f Social Work, 59(6), 1101-1117. 
doi: 10.1093/bjsw/bcml55
McLeod, J. (2001a). Introduction: Research into the elient's experience of 
therapy. Counselling & Psychotherapy Research, 7(1), 
doi:10.1080/14733140112331385238
McLeod, J. (2001b). Qualitative research in counselling and psychotherapy. 
London: Sage.
Mendes, D. D., Mello, M., Ventura, P., de Medeiros Passarela, C., & de 
Jesus Mari, J. (2008). A systematic review on the effectiveness of 
cognitive behavioral therapy for posttraumatic stress disorder. 
International Journal o f Psychiatry in Medicine, 55(3), 241-259. 
doi:10.2190/PM.38.3.b
Morrison, J. A. (2011). The therapeutic relationship in prolonged exposure 
therapy for posttraumatic stress disorder: The role of cross- 
theoretical dialogue in dissemination. The Behavior Therapist, 34(2), 
20-26.
Najavits, L. M. (2002). Seeking safety: A treatment manual fo r  PTSD and 
substance abuse. New York, NY US: Guilford Press.
National Collaborating Centre for Mental Health. (2005). Post-traumatic 
stress disorder (PTSD): The management o f PTSD in adults and 
children in primary and secondary care (National Clinieal Praetiee
243
Guideline No. 26). Retrieved from the National Institute for Health 
and Clinical Excellence website:
http://www.nice.org.uk/nicemedia/live/10966/29772/29772.pdf
Ougrin, D. (2011). Efficaey of exposure versus eognitive therapy in anxiety 
disorders: systematic review and meta-analysis. BMC Psychiatry, 
11200. doi: 10.1186/1471 -244X-11-200
Payne, S. (2007). Grounded theory. In E. Lyons, & A. Coyle (Eds.),
Analysing qualitative data in psychology (pp. 65-97). London: Sage.
Ponniah, K., & Hollon, S. D. (2009). Empirically supported psychological 
treatments for adult acute stress disorder and posttraumatic stress 
disorder: A review. Depression and Anxiety, 26(12), 1086-1109. 
doi:10.1002/da.20635
Powers, M. B., Halpern, J. M., Ferenschak, M. P., Gillihan, S. J., & Foa, E. 
B. (2010). A meta-analytic review of prolonged exposure for 
posttraumatic stress disorder. Clinical Psychology Review, 30(6), 
635-641. doi:10.1016/j.cpr.2010.04.007
Rauch, S., Efrekhari, A., & Ruzek, J. (2012). Review of exposure therapy: a 
gold standard for PTSD treatment. Journal o f Rehabilitation 
Research and Development, 49(5), 679-687.
Rayner, K., Thompson, A. R., & Walsh, S. (2011). Clients’ experience of 
the proeess of change in cognitive analytie therapy. Psychology and 
Psychotherapy: Theory, Research and Practice, 84, 299-313. 
doi: 10.1348/147608310X531164
244
Rennie, D. L. (2002). Experiencing psychotherapy: Grounded theory
studies. In D. J. Cain (Ed.), Humanistic psychotherapies: Handbook 
o f research and practice (pp. 117-144). Washington, DC US: 
American Psychological Association.
Resiek, P. A., & Schnicke, M. K. (1993). Cognitive processing therapy for  
rape victims: A treatment manual. Newbury Park, CA: Sage.
Resiek, P. A., Galovski, T. E., Uhlmansiek, M., Scher, C. D., Clum, G. A.,
& Young-Xu, Y. (2008). A randomized clinieal trial to dismantle 
components of cognitive processing therapy for posttraumatic stress 
disorder in female vietims of interpersonal violence. Journal o f  
Consulting and Clinical Psychology, 76(2), 243-258. 
doi: 10.1037/0022-006X.76.2.243
Resiek, P. A., Nishith, P., Weaver, T. L., Astin, M. C., & Feuer, C. A. 
(2002). A comparison of cognitive-processing therapy with 
prolonged exposure and a waiting condition for the treatment of 
chronic posttraumatic stress disorder in female rape victims. Journal 
o f Consulting and Clinical Psychology, 70(A), 867-879. 
doi: 10.1037/0022-006X.70.4.867
Resiek, P.A., Monson, C.M., & Chard, K.M. (2008). Cognitive processing 
therapy: Veteran/military version. Washington, DC: Department of 
Veterans’ Affairs.
Roediger, H. L. (1990). Imp lie it memory: Retention without remembering. 
American Psychologist, 45, 1043-1056.
245
Roth, A. D., Pilling, S., & Turner, J. (2010). Therapist training and
supervision in clinical trials: Implications for clinical practice. 
Behavioural and Cognitive Psychotherapy, 55(3), 291-302.
Sable, P. (1995). Attachment theory and post-traumatic stress disorder.
Psychoanalytic Social Work, 2, 89-109. doi: 10.1300/J408v02n04_05
Schnurr, P. P., Friedman, M. J., & Bernardy, N. C. (2002). Research on
posttraumatic stress disorder: Epidemiology, pathophysiology, and 
assessment. Journal o f Clinical Psychology, 55(8), 877-889. 
doi:10.1002/jclp.l0064
Sehnurr, P., Friedman, M., Engel, C., Foa, E., Shea, M., Chow, B., & ...
Bernardy, N. (2007). Cognitive behavioral therapy for posttraumatic 
stress disorder in women: A randomized controlled trial. JAMA: 
Journal o f the American Medical Association, 297(8), 820-830.
Shearing, V., Lee, D., & Clohessy, S. (2011). How do clients experience
reliving as part of trauma-focused cognitive behavioural therapy for 
posttraumatic stress disorder? Psychology and Psychotherapy: 
Theory, research and practice, 84(A), 458^72. doi:10.1111/j.2044- 
8341.2010.02012.x
Smith, P., Yule, W., Perrin, S., Tranah, T., Dalgleish, T., & Clark, D.
(2007). Cognitive-behavioral therapy for PTSD in ehildren and 
adolescents: A preliminary randomized controlled trial. Journal o f  
the American Academy o f Child and Adolescent Psychiatry, 46(%), 
1051-1061.
246
s mucker, M. R., & Dancu, C. V. (1999). Cognitive-behavioral treatment for  
adult survivors o f childhood trauma: Imagery rescripting and 
reprocessing. Lanham, MD US: Jason Aronson.
Surfs, A., Link-Malcolm, J., Chard, K., Ahn, C., & North, C. (2013). A
randomized clinical trial o f cognitive processing therapy for veterans 
with PTSD related to military sexual trauma. Journal o f Traumatic 
Stress, 25(1), 28-37. doi: 10.1002/jts.21765
Tallman, K., & Bohart, A. C. (1999). The client as a eommon faetor: Clients 
as self-healers. In M. A. Hubble, B. L. Dunean, S. D. Miller (Eds.), 
The heart and soul o f change: What works in therapy (pp. 91-131). 
Washington, DC US: American Psychological Association.
Taylor, S. (2004). Advances in the treatment o f posttraumatic stress
disorder: Cognitive-behavioral perspectives. New York, NY US: 
Springer Publishing.
Timulak, L. (2007). Identifying core categories of client-identified impact of 
helpfiil events in psychotherapy: A qualitative meta-analysis. 
Psychotherapy Research, 17(3), 310-320. 
doi:10.1080/10503300600608116
Todd, D.M., Deane, P.P., & Bragdon, R.A. (2003). Client and therapist 
reasons for termination: A coneeptualisation and preliminary 
validation. Journal o f Clinical Psychology, 59(1), 133-147.
Tryon, G., & Winograd, G. (2011). Goal eonsensus and collaboration. 
Psychotherapy, 48{\), 50-57. doi: 10.1037/a0022061
247
van Minnen, A., & Hagenaars, M. (2002). Fear activation and habituation 
patterns as early proeess predictors of response to prolonged 
exposure treatment in PTSD. Journal o f Traumatic Stress, 15(5), 
359-367.
Vincent, P., Jenkins, H., Larkin, M., & Clohessy, S. (2012). Asylum-
seekers' experienees of trauma-focused cognitive behaviour therapy 
for post-traumatic stress disorder: A qualitative study. Behavioural 
and Cognitive Psychotherapy, available on CJO2012. 
doi:10.1017/S1352465812000550
Vivino, B. L., Thompson, B. J., Hill, C. E., & Ladany, N. (2009). 
Compassion in psychotherapy: The perspective of therapists 
nominated as compassionate. Psychotherapy Research, 19(2), 157- 
171.doi:10.1080/10503300802430681
Watts, J., & Priebe, S. (2002). A phenomenologieal account of users
experiences of assertive community treatment. Bioethics, 16(5), 
439-454.
Westbrook, D., Kennerley, H., & Kirk, J. (2007). An Introduction to
cognitive behavioural therapy: Skills and applications. London: 
Sage.
Willig, C. (2008). Introducing qualitative research in psychology:
Adventures in theory and method (2"*^  ed.). Maidenhead: Open 
University Press.
248
Yardley, L. (2000). Dilemmas in qualitative health research. Psychology & 
Health, 15(2), 215-228. doi: 10.1080/08870440008400302
Zoellner, T., & Maercker, A. (2006). Posttraumatic growth in clinical
psychology: A critical review and introduction of a two-component 
model. Clinical Psychology Review, 26, 626-653.
249
Appendices^*
18 Identifiable information has been removed to preserve confidentiality.
250
Appendix A: Ethics Committees Approval and Management 
Permission
National Research Ethics Service Research Ethics Committee: Ethical 
Approval
NRES Committee London - Camberwell St Giles
(Formerly known as The Joint South London and Maudsley and Institute of Psychiatry
Research Ethics Committee) 
Administrative address: Victoria House 
Capital Park 
Fülboum 
Cambridge 
CB21 5XB
22 May 2012 
Mrs Monika Kempa
Departm ent of Psychology 
University of Surrey 
Guildford 
GU2 7XH
D ear Mrs Kempa
S tudy  title:
REG refe rence :
P ro toco l num ber:
C lien ts’ u n d e rs tan d in g  o f  trau m a-fo cu sed  cognitive 
behav iou ra l th e rap y  fo r  p o sttrau m a tic  s t r e s s  d iso rd e r  
12/LO/0606 
til A
Thank you for your letter of 13 May 2012, responding to the Com m ittee's request for further 
information on the  above research  and submitting revised documentation.
The further information has been considered on behalf of the Committee fay the Vice-Chair. 
C onfinnation  o f e th ica l opinion
On behalf of the Committee, I am  p leased  to confirm a  favourable ethical opinion for the 
above research  on the basis described in the application form, protocol and supporting 
docum entation a s  revised, subject to  the conditions specified faeloyv,
E thical review  of re se a rc h  s i te s
NHS sites
The favourable opinion applies to all NHS sites taking part in the study, subject to 
m anagem ent permission being obtained from the NHS/HSC R&D office prior to the start of 
the study (see  "Conditions of the favourable opinion" below).
Non-NHS sites
C o nd itions o f  th e  favourab le  op in ion
The favourable opinion is subject to the following conditions being m et prior to the start of 
the study.
M anagem ent permission or approval m ust be obtained from each  host organisation prior to 
the start of the studv a t the site concerned.
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Management permission ("R&D approval") should be sought from all NHS organisations 
involved in the study in accordance with NHS research governance arrangements.
Guidance on applying for NHS permission for research is available in the Integrated 
Research Application System or at http://www.rdforum.nhs.uk.
Where a NHS organisation’s role in the study is limited to identifying and referring potential 
participants to research sites ("participant identification centre"), guidance should be sought 
from the R&D office on the information it requires to give permission for this activity.
For non-NHS sites, site management permission should be obtained in accordance with the 
procedures of the relevant host organisation.
Sponsors are not required to notify the Committee o f approvals from host organisations
It Is the responsibility of the sponsor to ensure that all the conditions are complied 
with before the start of the study or its Initiation at a particular site (as applicable). 
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
Document Version Date
REC application 98357/307265/1/521 21 March 2012
R esponse to R equest for Further 
Information
Letter frorn Monika Kempa, Trainee 
Clinical Psychologist
13 May 2012
Protocol Appendix D: V2 19 March 2012
Investigator CV Appendix A; Mrs Monika Kempa, VI 19 March 2012
Other: Appendix B; CV for academ ic 
supen/isor
Dora Brown, VI 19 March 2012
Other: Appendix 0 ; CV for Central 
Study Coordinator
1 19 March 2012
Letter of invitation to participant Appendix G1,
V2
19 March 2012
Letter of invitation to participant Appendix G2, 
V2
19 March 2012
Participant Information Sheet: 
Appendix E
3 19 March 2012
Participant C onsent Form: Appendix F 3 19 March 2012
Inten/iew Schedules/Topic Guides Appendix 1: Indicative se t of questions, V2 19 March 2012
Other: Appendix J: Evidence of service 
user and carer consultation
1 19 March 2012
Other: Appendix K: Evidence of 
am endm ents to proposal following 
panel review at the Uhiv of Surrey
1 12 December 2011
Other: Appendix L: Evidence of 
acceptance of am ended proposai
1 05 February 2012
Questionnaire: Appendix H: questions 
to be completed with each  participant 
prior to the interview
2 19 March 2012
Evidence of insurance or indemnity Appendix M: Zurich Municipal, VI 08 July 2011
R eferees or other scientific critique 
report
Appendix N: VI 29 November 2011
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statement of compliance
The Committee is cpnstituted in accordance with the Governance Arrangements for 
Research Ethics Committees and complies fuily with the Standard Operating Procedures for 
Research Ethics Committees in the UK.
After ethical review
Reporting requirements
The attached document “After ethical review-guidance  for researchers” gives detailed 
guidance on reporting requirements for studies with a favourable opinion, including:
• Notifying substantial amendments
• Adding new sites and investigators
• Notification of serious breaches of the protocol
• Progress and safety reports
• Notifying the end of the study
The NRES website also provides guidance on these topics, which is updated in the light of 
changes in reporting requirements or procedures.
Feedback
You are invited to give your view of the service that you have received from the National 
Research Ethics Service and the application procedure, If you wish to make your views 
known piease use the feedback form available on the website.
Further information is available at National Research Ethics Service website > After Review 
112/LO/0606 P iease quote this num ber on all correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
Mr John Richardson 
Chair
Email:
Enclosures: “After ethical review -  guidance for researchers” [SL-ÀR2]
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Management Permission (“R&D approval”): Research Site 1
R esearch and Development
Mrs Monika Kempa 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
Guildford 
GU2 7XH
24 July 2012
Dear Monika,
R esearch Title: Clients’ understanding of traum a-focused cognitive
behavioural therapy fo r post-traum atic s tre s s  d isorder 
Principal Investigator: Mrs Monika Kempa
Project reference: PF526
S ponsor: University of Surrey
Follovang various discussions your study has now been awarded research approval. 
P lease romambsr to quote the above project reference number on any future 
correspondence relating to this study.
Piease note that. In addition to ensuring that the dignity, safety and well-being of 
participants are given priority at all times by the research team, host site approval is 
subject to the follovring conditfons:
In addition to ensuring that the dignity, safety and well-being of participants are given 
priority at all times by the research team, you need to ensure the following:
■ The Principal Investigator (PI) must ensure compliance with the research protocol and 
advise the host of any change(s) (eg. patient recruitment or funding) by following the 
agreed procedures for notification of amendments. Failure to comply may result in 
immediate withdrawal of host site approval.
■ Under the terms of the Research Governance Framework, tho Pi is obliged to report 
any adverse events to the Research Office, as well a s  the REC, in line with the protocol 
and sponsor requirements. Adverse events must also be reported In accordance with 
the Trust Accident/Incident Reporting Procedures.
■ The PI must ensure appropriate procedures are in place to action urgent safety 
m easures. ■ ■ , ,,
• The PI must ensure the maintenance of a  Trial Master File (TMF).
Term.s and conditions of Approval, version 1.1 24/07/2012
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■ The PI must ensure that all named staff are compliant with the Data Protection Act, 
Human Tissue Act 2005, Mental Capacity Act 2005 and all other statutory guidance 
and legislation {where applicable),
■ The PI must comply with the Trust’s  research auditing and monitoring processes. All 
investigators involved in ongoing research may be subject to a Trust audit and may be
: sent an interim project review form to facilitate monitoring of research activity.
■ The PI must report any cases of suspected research misconduct and fraud to the
Research Office.
« The PI must provide an annual report to the Research Office for all research involving 
NHS patients. Trust and resources. The PI must also notify the Research Office of any 
presentations of such research at scientific or professional meetings, or on the event of 
papers being published and any direct or indirect impacts on patient care. This is vital 
to ensure the-quality and output of the research for your project and the Trust a s  a 
whole.
■ Patient contact: Only trained or supervised researchers holding a Trust/NHS contract 
; (honorary or substantive) will be allowed to make contact with patients.
“ Informed consent: is obtained by the lead or trained researcher according to the
requirements of the Research Ethics Committee. The original signed consent form 
should be kept on file. Informed consent will be monitored by the Trust at intervals and 
you will be required to provide relevant information.
“ Closure Form: On completion of your project a  closure form will be sent to you 
(according to the end date specified on the R & D  database), which needs to be 
returned to the Research Office.
“ All research carried out within
Trust must be In accordance with the principles se t out in the Department of Health’s 
Research Governance Framework for Health and Social Care 2005 (2"‘* edition). :
Failure to comply with the conditions and regulations outlined above constitutes research 
misconduct and the Research Office will take appropriate action immediately.
Please note, however, that this list is by no m eans exhaustive and remains subject to 
change in response to new relevant statutory policy and guidance. If you have any queries 
regarding the above points please contact me on
Youts-eincerely,
Research & Development Co-ordinator
On behalf of the Research & Development Committee.
■ Terajs and conditioiw  ^of Approval, i^rsiori;1,124/07/2012 / : : '
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Management Permission (“R&D approval”): Research Site 2
Mrs M Kempa 
Department of Psychotagy 
AD Bonding 
Unrvers'rty of Surrey 
Guildford GU2 7XH
10 July 2012
Our Ref: 2012/25 ' ....
REC Ref; 12fLO/0605
Study title: Clients' underslariding of trauma focused CBT for PTSD
Start date; 02/07/2012 End dale: 01/07/2013
Dear Mrs Kempa
Confirmation of Trust Management Approval
On behalf of , I am pleased to confirm Trust
Management Approval for the above research on Ihe basis described in the application, protocol 
and other supporting documents.
Approval Is conditional on reporting of up-to-date recruitment when requested and Ihe submission 
of a brief final report of research findings. Failure to do so may resul! In approval tsetng withdrawn.
If there ere any changes to the study protocol, the R&D Department must t>e informed immediately 
and supplied with any amended documentation as necessary. Including confirmation that the 
amendments have been favourably reviev/ed by the Sponsor and the Ethics Commiüee.
If the end dste changes from that shown above, than please inform R&D Manager. Trust 
approval will cease on Ihe end date above. Please contact the R&D Manager to discuss any 
extension.
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If you have any questions about the above, or you require any other assistance, then please 
contact the R&D Department.
If wish';ÿoiI ’ study I i-ll:
Yours sincerely
Medical Director
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R esearch & Development Department
Monika Kempa 
Tralrvea Clinical Psychologist 
Department of Psydiolcgy 
Faculty of Arts and Human Sciences
UAD Building I 
EUmversiiy of SorfeylBi/Wta 
GuiyfordGU27XH _
Dear Monika
Re: Letter of access for research
Client’s  understanding of trauma-focused CBT for PTSD
A s ;ïiliîlrig TiHS emplo^ ah 'adStionaj ffirïïilÿ;fts®arffi
this NHS Trust We are satisfied that the research activities that you will undertake in
Trust are commensurate with the activities you undertake for your 
employer. Your employer is responsible for ensuring such checks as are necessary have t^en 
carried out. This letter confirms your right of access to conduct research through
Trust for the purpose and on the terms and conditions set out below. ; 
This right of access commences on unless terminated
earlier in accordance with the clauses below.
You have a right of access to conduct such research as confirmed in writing in the tetter o£ 
permission for research from this NHS organisation. Please note that you cannot start the 
research unfit the Princ^al Investigator for the research project has received a  letter from us 
giving permission to conduct the project
: : You are considered to ba a  legal visitor to . Trust premises,.
You are not entitled to any form of payment or access to other benefits provided by this 
organisation to employees and this letter does not give rise to any other relationship between you 
and this NHS organisation, In particular that of an employee.
While undertaking research through Trust, you will remain
accountable to your employer Surrey & Borders Partnership NHS Foundation Trust but you 
are required to follow the reasonable instructions of your nominated manager
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in this NHS nrnjsl or those given r?n her/his beh&if in 
relation to (ha terms of this right of access.
W here sny  third party claim is m ade, w hether or not légat proceedings are issued, arising out of
investigation by this NHS Trust In conriedan with any sucn daim and lo give all such assistance 
as may reasonatrfy be required regarding tho conduct of any legal proceedings.
You must act in accordance with Trust's policies and
procedures, which are available to you upon request, and the Research Governance Framework.
You are required to co-operate with Trust in discharging its
duties under the Health and Safety at Work etc Act 1974 and other health and safety legislation 
and to take reasonable care for the health and safety of yourself arid others while on
Trust premises. Although you are tMl a contract holder, you must 
observe the same standards of care and propriely in dealing with patients, staff, visitors, 
equipment and premises as is expected of a contract holder and you must set appropriately,
^ms^slbly a#^ f^@sslonâllÿ at all time#,::00#k#
You am required to ensure that all information rcgardir^ patients or staff remair^s secure and 
strictly corilïdetîtial at alt times. You must ensure that you understand arsd comply with the
(http;Wwww,dh,gov.uk/asselRûol't>4/ÙB/92/54/04069254,pdf) end the Data Protedkm Act 1995. 
Furthermore you should be aware that under the Act, unauthorised disclosure of information is an 
I! offence and such disclosures may lead to prosecution.
Trust will not indemnify you against any liability incurred as 
a  result of any breadi of confidentiality or breach of the Data Protection Act 1998, Any breech of 
the Data Protection Act 1905 may result in legal action against you and/or ycmr substantive 
employer.
You should ensure Itial, where you ore Issued vath an rdonfily or security card, a bleep number, 
email or library account, keys or protectâva clothing, these are returned upon termination of this 
arrangement. Please also ensure tfiat whsle on the premises you wear your 10 badge at alt times, 
or are able to prove your identity tf challenged. Please note that this NHS Trust accepts no 
responsibility for damage to or loss of personal property.
We may terminate your fight to atterrf at any time either by giving sevsrs d a ^ ' written notice to 
you or Immediatety without eny notice if you are In breach of any of the terms or conditions 
described In this letter or if you commit any a d  that vra reasonably consider to amount to serious 
misconduct or to be disruptive and/or prejudicial to the Interests and/or business of this NHS Tnrst 
or if you are convfcted of any criminal offence. Your substantive employer is responsible for your 
conduct during this research project and may in the drcumstances described afcwjve instigate 
disciplinary action against you.
If your circumstances ctianga in relation to your health, criminal record, professktoal 
registration or any other asp ec t that may impact on your suitability to conduct researcti, or your 
role In research changes, you must inform the NHS organisation that employs you through its 
normal procKiuros. You must also tnform your nominated manager in this NHS organisation.
Yours sincerely
Research & Development Manager
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University of Surrey Faculty of Arts and Human Sciences Ethics 
Committee: Ethical Approval
Dr Adrian Coyle
C hair: Faculty  o f A rts a n d  H um an S c ien c e s  E th ics 
Com m ittee 
U niversity  o f S urrey
Monika Kempa 
Trainee Clinical Psychologist 
School of Psychology 
University o f Surrey
UNIVERSITYGF
SURREY
Faculty of
Arts arid Human Sciences
Facu lty  O ffice
AÔ Building
: Guildford, Surrey GU2 7XH U(C
: t f  (0) 1433 6 3 M 4 5  : ' ' : > : : : :
r: iS a  {0)1433 G595SO
; www.currey.ac.uk
29th May 2012 
Dear Monika
Reference: 774-PSY-12 (FEO/NHS)
Title ofProject: Clients’understanding of trauma-focuscd cognitive behavioural 
therapy for posttraumatic stress disorder
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Ethics Committee has now given a favourable 
ethical opinion.
If there are any significant changes to your proposal which require further scnitiny, please 
contact the Faculty Ethics Committee before proceeding with your Project. :
Yours sincerely
if f
Dr Adrian Coyle 
Chair
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Chair’s  Action
Faculty of Arts and Human Sciences 
Ethics Committee
Ref:
N am e of S tudent: 
Title of Project:
Supervisor:
D ate of subm ission:
774-PSY-12 FEO/NRES 
MONIKA KEMPA
Clients’ understanding of trauma-focused 
cognitive behavioural therapy for 
posttraumatic stress disorder
DR DORA BROWN
29™ MAY 2012
T he above Project h a s  received a  favourab le  ethical opinion from  th e  NHS and  
exped itious favourable ethical opinion h a s  now  b e e n  g ran ted  by th e  Faculty  of Arts and  
H um an S c ie n c e s  E thics Com m ittee.
S igned:
Dr A drian Coyle 
Chair
D ated : l é - I Z
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Appendix B: Participant Cover Letters
Participant Cover Letter: Research Site 1
Version N um ber 2 19/03/2012 Printed on Trust headedpaper
f  UNIVERSITY O F
B  SURREY
[Date]
D ear Client o f  the
My nam e is and I  am a Clinical Psychologist working at tlie
. I  am writing to you on behalf o f  M onika 
K em pa, Trainee Clinical Psychologist at die University o f  Surrey. Monika is currendy in 
her second year o f  training in  clinical psychology- and is conducting her research project, 
wliich is an essential part o f  her training. H er study is supervised by D r  D ora  Brown 
(University o f  Surrey) and D r
. Monika is interested in  exploring how  clients widi 
PTSD  experience traum a-focused cognitive behavioural therapy. I  would like to invite 
you to  take p art in  tliis research on  her behalf.
Tliere has been litde research diat has directly explored clients' perspectives o n  diis ty-pe 
o f  dierapy. I t  is hoped  that diis researcli will help psychologists and o ther m ental healdi 
professionals to better understand how  clients experience traum a-focused cognitive 
behavioural dierapy and how  they perceive tliis dierapy to  be working. By- participating in 
tills study you will have an opportunity to  add die voices o f  clients diemselves in to  w hat 
is already know n about the treatm ent o f  posttraum atic stress symptoms.
Please, find enclosed die Participant Inform ation Sheet. I t  has been created to  help you 
make a decision about w hether o r no t to  take part in the study. T lie inform ation sheet 
explains in m ore detail w hat the researcli is about and w hat taking part in  diis study 
involves.
I  suggest taking some time (at least 48 hours) before you make a decision w hether o r no t 
to participate in the study. I f  y ou  w ish  to  tak e  p a rt, p lease  follow  th e  in s tru c tio n s  
ou tlin ed  in  th e  en c lo sed  P a r tic ip a n t In fo rm atio n  S heet (see section 'Vvliat do I  do 
next?”).
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Monika and her Supendsors would value your participation and your views. However, if 
you decide that tliis is not for you, I  would like to reassure you that tliis will not affect 
any treatment or care that you recewe from us or any odier NHS sendee, either now or 
in the future.
I  hope tlie Participant Information Sheet answers some o f  your questions. I f  you have 
more questions or would like to find out more about the researcli, please do not hesitate 
to contact Monika Kempa {using tlie details below). She will be very happy to talk to you 
and answer your questions.
Kloiiika’s contact details are as fbllows:
M onika K em pa, Trainee Clinical Psy-cliologst
Department o f  Psycliology- / /  Faculty o f  Arts and Human Sciences / /  AD Building
University o f Surrey / /  Guildford / /  GU2 7XH
Email:
Tel: - I f  Monika cant ansm rjour call, phase have a message and jo tir telephone
nnmher and she u ill call you back as soon as possible. Please, let her knoir the most convenient time to 
contact yon.
T liank tou fo r taking tlie  tim e to  read diis letter.
Yours sincerely.
Dr
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Participant Cover Letter: Research Site 2
Version Number 2 19/03/2012 Pnnted on Tnist beaded paper
UNIVERSITY OF
SURREY
Dear Client o f the
My name is Dr and I am a Clinical Psychologist working at the
. I am writing to you on behalf o f Monika Kempa, Trainee Clinical 
Psychologist at the University- o f Surrey. Monika is currently in her second year of training in 
clinical psychology and is conducting her research project, which is an essential part of her 
training. Her study is supervised by myself and D r Dora Brown (University o f Surrey). We 
are interested in exploring how clients with PTSD experience trauma-focused cognitive 
behavioural therapy. I would like to invite you to take part in this research.
There has been little research that has directly explored clients’ perspectives on this type of 
therapy. It is hoped that this research will help psychologsts and other mental health 
professionals to better understand how clients experience trauma-foaised cognitive 
behavioural therapy and how they perceive this therapy to be working. By participating in 
this study you will have an opportunity to add the voices o f clients themselves into what is 
already known about the treatment of posttraumatic stress symptoms.
Please, find enclosed the Participant Information Sheet. It has been created to help you 
make a decision about whether or not to take piirt in the study. The information sheet 
explains in more detail what the researcli is about and what taking part in this study involves.
I suggest taking some time (at least 48 hours) before you make a decision whether or not to 
participate in the smdy. If  you wish to take part, please follow the instructions outlined 
in the enclosed Participant Information Sheet (see section.“VkIiat do I do next?”).
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We would value your participation and your views. However, if  you decide that this is not 
for you, I would like to reassure you that this will no t affect any treatment o r care that you 
receive from us or any other NHS service, either now or in the future.
I hope the Participant Information Sheet answers some o f  your questions. I f  you have more 
questions or would like to find out m ore about the research, please do not hesitate to 
contact Monika (using the details below). She will be very happy to  talk to you and answer 
y-our questions.
Monika’s contact details are as follows;
M onika Kempa, Trainee Clinical Psychologist
D epartm ent o f  Psychology / /  Faculty o f  Arts and Human Sciences /  /  AD Building
University o f  Surrey / /  Guildford / /  GU2 7XH
Eniiiil:
Tel: - I f  Monika can '/ ansmryonr call, please leave a message and jo u r telephone nnmher
and she ivill call you back as soon as possible. Please, k t  her know the most convenient time to contactyou.
Thank you for taking the time to read this letter.
Yours sinccTclv,
Dr
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Appendix C: Participant Information Sheet
Version Num ber 3 19/03/2012 Pm ted on Trust headedpaper
UNIVERSITY OF
SURREY
Participant Information Sheet
Project title: Clients* understanding o f trauma-focused cognitive 
behavioural therapy for posttraumatic stress disorder
Introduction
My name is Monika Kempa and I am a Trainee Clinical Psychologist at the University o f 
Surrey, Guildford. In conjunction with the Traumatic Stress Service, I am currently 
conducting a research as part o f  my training to become a clinical psychologist and I would 
like to inwte you to take part in my study.
Before you decide whether o r not to take part, you need to understand why the research is 
being done and what it would involve. To help you make tliis decision, I  have prepared this 
information sheer. Please, take time to read the following information carefully and feel free 
to ask me any questions you might have about the study before you decide whether or not 
you wish to take part. You may also talk to other people about taking part in the study if  you 
find this helpful.
What is the study about?
I  am interested in learning about clients’ experiences o f  trauma-focused cognitive 
behawoural therapy (TF-CBT). There has been little research that has directly explored how 
clients experiences o f  this tj-pe o f  dierapy. By conducting tliis study, I am hoping to get a 
better understanding o f  what happens in this type therapy from a client’s point o f  view.
Why have I been invited to take part in this studv?
You have been im ited to participate in this research because you have recently completed at 
least eight sessions o f  trauma-focused cognitive behavioural therapy for your sim ptom s o f 
posttraumatic stress at tlie Traumatic Stress Service, following a traumatic event(s) that you 
experienced as an adult. I f  you have opted for and completed an intensive therapy, you also 
qualify for the study. Clinicians at the Traumatic Stress Sendee are contacting all clients who 
are suitable for this researcli to invite them to participate on  my behalf.
D o I have to take part?
No, taking part in this study is entirely up to you. Your decision will have no affect on your 
current o f  future care and treatment from anv N HS sendee.
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This information sheet is written for you to help you decide whether or not to take part in 
the study and you are welcome to keep it. I f  you choose to take part in the study, I  will ask 
you to sign a consent form to show that you have agreed to participate. I will also give you a 
copy o f the consent form. Before you make any decision, you may want to talk it over with 
your friends, family, colleagues, health professionals, etc. You may also contact me for 
further details and I will be happy to answer all your questions. You will find my contact 
details are at the end o f this information sheet.
Even if  you agree to take part, you can change your mind before, during, or up to two weeks 
after the inteniew, without giving a reason. You can do this by emailing me or writing to 
me. I  will then remove any information that you have given me.
What will happen if  I take part?
I will contact you to arrange a convenient time for you to attend an interview with me at the 
Traumatic Stress Service. I am allowing approximately 1 to 1 hours for tlie interview, but 
you are free to finish the interview sooner if you wish. A t the start, I will explain the study to 
you once again and ask you to sign a consent form to show that you agree to participate in 
the study. I will then ask some general questions about you (for example, about your age) 
and your tlierapy (for example, how many sessions o f therapy you received). Because you 
have been receiving therapy for your posttraumatic stress snnptom s, I will also ask some 
brief questions about the traumatic event that you have experienced. Following this, we wiU 
talk about your experience o f therapy (trauma-focused cognitive behavioural therapy) which 
you have received at the Traumatic Stress Service. I will show you a list o f  topics when we 
meet so you wiU know what we vviU talk about. You do not have to talk about things that 
you feel uncomfortable discussing. The interview wiU be audio-recorded. The interviews will 
be then transcribed verbatim to help me analyse what has been discussed. Your therapist will 
be informed that you agreed to take part in the study and they will receiv e a copy of your 
consent form to attach it to your medical file, but he or she will not be told what we talked 
about.
After die interview^ questions are ov'er, we will stop die recording and you will hav-e the 
opportunity to discuss anything arising from the interview that you do not vv-ant to discuss 
wiiilst being recorded.
Will there be any financial costs involved?
N o, all postage costs are covered. You will be reimbursed for your travel expenses to and 
from the place o f  your interview on the day o f  your interview. Please bring aU travel/parking 
receipts with you. Please note that the cost o f  using a taxi will N O T  be reimbursed. I f  you 
plan to drive to the interview, you will be reimbursed 45p per mile for your return journey.
Are there any risks or downsides o f  taking part?
It is possible that talking about your experience o f therapy may cause you to feel upset. If  
you find any question to be too personal or upsetting in any way, you don’t have to answer 
it. During the interview, you can take a break at any time or you can decide not to carrv- on 
with the interview, if  you wish. We will also have some time after the interview to go ov^er
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how you are feeling. Your wellbeing is my first priority and I want to make the interview as 
comfortable as possible for you. If  at any point during or after tlie interview you do become 
upset or distressed and would like support, the Traumatic Stress Service wül offer you 
assistance.
There are also support groups outside o f the Traumatic Stress Service and you can contact 
them for support. To get more information about these groups, you can contact MIND -  a 
mental health charity. Tlieir infoline telephone number is: 0300 123 3393. You can also visit 
their website: h ttp ://www.mind.org.uk/about
Are there anv benefits of taking part?
You may find it helpful to tell your storj- about your experiences o f therapy and this may be 
an opportunity tiiat you have not had before. You will be helping psychologists and other 
mental health professionals to better understand how clients experience trauma-focused 
therapy and how they perceive this therapy to be working. It is hoped that this study will 
help influence how we organise and deliv-er treatment widiin tlie NHS services. You will also 
have an opportunity to add the voices o f clients themselves into what we already know 
about the treatment o f posttraumatic stress symptoms.
W ho do I speak to if  problems arise?
You can contact the researcher, Monika Kempa, to discuss any matters relating to this study 
using the following contact information:
Monika Kempa
Trainee Clinical Psychologist
Department of Psychology-
Faculty o f Arts and Human Sciences
AD Building
University o f Surrey
Guildford
GU2 7XH
Email;
Tel:
I do not think that this researcli will harm you, however if y*ou wish to complain about any 
aspect o f the study, you can do this through the Univ-ersity o f Surrey complaints procedure. 
Details can be obtained from the Univ-ersity at the above address or at the following website: 
www.surrey-.ac.uk
Will m y responses he kept confidential?
Yes, I will follow- the ethical and legal practice guidelines and all the information about you 
will be handled in strict confidence. Only the researcher (Monika Kempa) and the 
supervisors o f the study (Dr
and D r Dora Browm from the University o f Surrey) 
will have access to the information you prov-ide. Supervision is put in place to help me
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ensure that I am conducting the research properly and according to ethical guidelines. AU 
information gathered during this research wiU be securely kept until the end o f  the study. It 
wiU be then wiU be stored in a secure place at the University o f  Surrey for 10 years until it is 
destroyed, in accordance with tlie Data Protection A c t (1998) and the University Ethics 
Committee guidance. AU information that you provide wiU be strictly confidential and your 
anonymity wUl be protected.
N o other clinical professionals involved in your care, even your tlierapist, wiU have access to 
the information you give me during the interview. I wiU only have to share personal 
information about you with other professionals if  I have a reason to beUeve that you or any 
other person is at risk o f  harm. In  such circumstances, I would try- to discuss this with you 
first and inform you what wUl happen.
Some direct quotations from your interview may be used to  support the findings o f  the 
researdi. l l ie y  wUl be included in the write up o f  the study, pubUcations in a professional 
journal, o r a presentation o f  the study results at a meeting (for example, a conference). 
How-ever, to protect your anonymity, no personal information will be used.
W hat happens when the research is completed?
Research is a lengthy process and takes time to complete. This research is planned to be 
completed by September 2013. As an educational project, the study will be w-ritten up and 
made available at the University o f  Surrey library-. You are welcome to visit the library as a 
day visitor and read it there. Please visit the following websites for more information; 
http://\TOVv.surrey.ac.uk/library/infomiation/visitors/and 
http://wvvw.surrey.ac.uk/libraryVresources/menibersliip/externalmembers/
Tlie library staff will be happy to help y-ou and provide any further information.
Researchers usmiUy publish their researdi in professional journals so tliat others working in 
the same field can learn more. Findings o f  this study may be written up and submitted for a 
publication as a journal article. I may also present the research findings at meetings (for 
instance, at service users’ and carers’ support groups o r conferences). Information about 
you win be entirely anonymous in any report or a document about this sUidy.
H as the research been approved by any committee?
All research in the N H S is examined by an independent group o f  people, called a Research 
Ethics Committee, to protect your safety, rights, wellbeing, and dignity. This study has been 
reviewed and given a favourable opinion by the National Research Ethics Service and by the 
Faculty o f  Arts & Human Sciences at the Unh-erslty o f  Surrey Ethics Committee.
What do I do next?
If  you w ould like to participate, p lease em ail or phone the researcher, M onika 
Kempa, using the details provided below-.
I f  you would like further information about taking part in this research before you make 
your decision, please do not hesitate to contact the researcher.
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Alternatively, if  you prefer to be contacted by Monika, please complete the attached 
response slip and post it back in the envelope provided (freepost).
If you don’t want to take part in the study, you don’t need to do anything.
CONTACT DETAILS
Monika Kempa
Trainee Clinical Psychologist
Department o f Psychology- / /  Faculty- o f Arts and Human Sciences / /  AD Building
University- o f Surrey / /  Guildford / /  GU2 7XH
Email:
Tel: - T/j/s number is enthelj mine and m il be usedfor ibis pm ject only. I f  I  can’t  answer
jo u r  call, please leave a message and jo u r  telephone number and I  w ill call yo u  back as soon as possible. 
Please, let me know the tuost conrenient time to contact yon.
Research Supervisor Research Supervisor
Dr Dora Brown Dr
Department o f Psychology Clinical Psychologist
AD Building
University- o f Surrey
Guildford
GU2 7XH
Email: dora.brow-n@surrey-.ac.uk 
Teh 01483 683979 
F/UÜ 01483 689333
OR:
Thank you for taking the tim e to read this Information Sheet.
You may keep this Information Sheet for yoruself.
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R esponse Slip
Project title: Clients’ understanding of trauma-focused cognitive behavioural 
therapy for posttraumatic stress disorder
Please, com plete this response slip.
Please, tick the appropriate boxes and provide your contact details.
Name:
I  am interested in taking part in this research and would like the researcher, Monika Kempa, 
to contact me by telephone to discuss it further.
I can he reached on this numljer:.
Is it ok to leave a message on this number?
□  Yes
□  No
D ate ;,
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Appendix D: Consent Form
Version Number 3 19/03/2012
& s(jm E Y
Ptvifed on Trust headedpaper
Research Site:__________________
Participant Identification N um ber.
Consent form
Project title: Clients’ understanding of trauma-focused cognitive 
behavioural therapy for posttraumatic stress disorder
Researcher: Monika Kempa, Trainee Clinical Psychologist, University o f Surrey
I confirm that I have read imd understood the Participant 
Information Sheet (\’ersion 3,19/03/12). I have had the 
opportunity- to read tlie information and ask questions on aU 
aspects o f the study, and have understood the answers.
I understand that my decision to take part in this project is entirely 
voluntary- and that I am free to withdraw from the study at any point 
before, during, or up to two weeks after the interr-iew. I will not 
have to justify my decision and it will not affect the standard care 
offered to me by the NHS services.
Please initial 
the box
I have been told about any possible distress wliich might result from 
taking part in the project. I will tell the researcher immediately if 
I become upset or worried by any questions that I am asked during 
the interview, or if  I have any concerns afterw-ards. I will also inform 
the researcher if I believe tliat I need additional support. I  understand 
that I can obtain support from within tlie Traumatic Stress Service.
I understand that all personal data about the participants will be held 
and processed in the strictest confidence, and in accordance with the 
Data Protection Act (1998). I give permission for my interview 
to be audio-recorded and for direct quotes from the interviews to be 
used, as long as they are made anonymous. I understand tliat some 
details about me may be used in reports and publications, but no 
information that identifies me or anybody mentioned during the 
interv-iew- w-ill be used.
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5) I agree to  m y therapist being inform ed o f  m y participation in the study.
6) I understand that I will b e  fully reim bursed for travel to  and from  
the place o f  interview, including any parking costs. Tire costs o f  using 
a taxi will N O T  be reim bursed. I  will need  to  show  travel o r  parking 
receipts to  confirm  these expenses. I  understand that mileage will be 
paid a t 45 pence per mile.
7) I have read and understood  everything w ritten above and  consent to  
participating in this study.
N am e o f  participant (BLO CK  CAPITALS)...
Signed
D ate
N am e o f  researcher taking consent (BLO CK  CAPITALS).
Signed
D ate
VChen completed: 1 for the participant, 1 for researcher site file, 1 (original) to be kept in medical
notes.
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Appendix E: Interview Schedule
Initial Interview Schedule:
1. Would you mind telling me about your experience of therapy for PTSD 
that you have received here (at the Traumatic Stress Service)?
2. How did it come about that you went to this service for this therapy?
3. Could you tell me how your life had been like after the traumatic event, 
but before you went for therapy?
4. Could you describe your therapy to me?
5. As you look back on therapy, what would you say stands out for you, if 
anything?
6. How has life been for you since you have done therapy?
7. Would you recommend this therapy to anyone?
8. Would you like to ask me any questions about the study?
Prompts were asked depending on response.
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Interview Schedule Amended Following Interview Three* :^
1. Would you mind telling me about your experience of therapy for PTSD 
that you have received here (at the Traumatic Stress Service)?
2. How did it come about that you went to this service for this therapy?
3. Could you tell me how your life had been like after the traumatic event, 
but before you went for therapy?
4. Could you describe your therapy to me?
5. As you look back on therapy, what would you say stands out for you, if 
anything?
6. How has life been for you since you have done therapy?
7. Would you recommend this therapy to anyone?
8. Some o f my participants said that telling their therapist about the 
trauma was different to telling other people about it — is this your 
experience?
9. Some o f my participants described something like taking a leap offaith 
in therapy — they had to put their trust in their therapist when they were 
unsure about whether doing specific things in therapy was going to 
help them or not — is this your experience?
10. Would you like to ask me any questions about the study?
Prompts were asked depending on response.
Revisions shown in italic.
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Interview Schedule Amended Following Interview Six^ ®:
1. Would you mind telling me about your experience of therapy for PTSD 
that you have received here (at the Traumatic Stress Service)?
2. How did it come about that you went to this service for this therapy? 
Could you tell me how your life had been like after the-traumatic cventj 
but before you went for therapy?
3. Could you describe your therapy to me?
4. As you look back on therapy, what would you say stands out for you, if 
anything?
How has life been fo r you since you have done therapy?-
5. My previous participants said that they noticed changes in their life 
since they came to therapy -  is this your experience?
6. Would you recommend this therapy to anyone?
7. Some of my participants said that telling their therapist about the 
trauma was different to telling other people about it -  is this your 
experience?
8. Some of my participants described something like taking a leap of faith 
in therapy -  they had to put their trust in their therapist when they were 
unsure about whether doing specific things in therapy was going to help 
them or not -  is this your experience?
9. Would you like to ask me any questions about the study?
Prompts were asked depending on response.
Revisions shown in italic.
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Appendix F: Samples o f Coding
Extract of Coded Transcript 1 (Interview with Martin^ )
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Extract of Coded Transcript 2 (Interview with Mary)
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Extract of Coded Transcript 3 (Interview with Mary)
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Extract of Coded Transcript 4 (Interview with Stephen)
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Extract of Coded Transcript 5 (Interview with Stephen)
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Extract o f Coded Transcript 6 (Interview with Stephen)
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Appendix G: Sample o f Memo-writing
Sample o f an Early Memo
( (IMMIMC VI 1N(, ABOl 1 I m IKVIMA
Subsequent
reliving
Second
reliving
Rrst
reliving
Protecting othersAnticipating 
rejection & blame
Temporal comparison
Overcoming
ambivalence
Communicating about 
the  trauma
Avoiding disclosure
ProfessionalsNon­
professionals
TherapistOther
professionals
StrangersFriends and 
family
CHANGE
Figure 4; Communicating about the trauma
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Avoiding disclosure - Communicating about the trauma -  Audience
Why did they not want to access help earlier? What did stop them from 
talking about the trauma earlier?
First of all, it appears that all participants tried to cope with what had 
happened, almost instinctively, by not talking about it. Martin’s strategy was 
to “move on” -  not talking about the trauma seemed to have been adaptive 
and safe, given that he was on active duty at war at the time. Mary initially 
“put her head in the sand” and thought that not talking about the trauma 
would help her forget about what had happened. Louis became quieter and 
separated himself from others.
“(...) it's that old thing -  putting your head in the sand, isn 7 it? You hope 
everything it gonna turn the page. ” (Mary 154-155)
Given those believes -  does talking about difficult experiences (trauma) 
go against their natural way of coping with problems? Is this why they 
were ambivalent and needed to reach that “point” when they no longer 
could cope on their own? Does asking for help in the case of trauma 
differ from asking for help in any other difficult situation?
“You wanna ask fo r  help, but...you Ye a bit scared, really. (...)You, you 
kind o f think...ifyou’re an outsider looking and you think: ‘Oh, i f  you 
need help, you just ask’ or ‘Ifyou have a problem, you tell’. But you 
don't. I t ’s really strange. You kind o f try and deal with it... so you kind o f 
hold it. ” (Mary, 140, 143-146)
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For all participants, there came the time when they felt they needed to talk 
about the trauma with others. However, they all made a clear distinction 
between those people with whom they were willing to communicate about 
the trauma and those from whom they still kept it a secret. Moreover, 
depending on the audience, they monitored how much information about 
their trauma they disclosed.
Non- professionals (Friends and family)
Both Martin and Mary avoided disclosure to their families and friends. They 
made efforts to keep their difficulties a secret. There appeared to have been 
two sets of believes that influenced their decision to avoid disclosure when 
it came to their close ones:
- The need to protect others from hearing about their experiences (? 
links with the self-image they wanted to maintain)
- The anticipation of rejection and blame (? links with experiencing 
fear and shame)
• Protecting others
Both Martin and Mary had strong believes that they should protect their 
friends and family from listening about the horrors of their traumas. This 
was either because they have viewed themselves as protective throughout 
their whole lives (Martin) -  where talking about the trauma would go 
against their values as a person or because they viewed themselves as 
needing to protect others because of their particular role within the family 
(Mary).
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“But I  couldn 7 tell it to friends because I  didn ’t...want to distress 
anybody that I  knew. ” (Martin 529-530)
NB. Martin used to talk about his experiences with his mother. What is 
this about? Did he feel that in a mother-child relationship he did not need 
to be the protective one and that he could be looked after and cared for?
• Anticipation of rejection and blame
Another reason for avoiding disclosure was fear of blame and rejection by 
others. All participants believed that other people would not be able to 
understand their experiences and anticipated blame and rejection fi-om 
others. Louis openly talks about the stigma attached to his trauma. Inability 
to talk about their experiences with others led to social isolation (Louis and 
Mary) and was experienced like a burden (Martin).
Where did those beliefs stem from?
- The traumatic events were difficult to comprehend by the 
participants themselves -  did they expect that others would also have 
difficulties understanding them? Is it the nature of the traumatic 
events that makes it difficult to comprehend it in general?
- They felt guilty and ashamed already -  did they anticipate this is 
how others would view them too? Does this link with research that 
says that shame is emotion that prevents people from disclosing 
information?
“All they ’d  [friends] get it a shock and that: ‘Uu, I  don 7 wanna hear 
about that’, you know what I  mean? ” (Martin 514-515)
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Whereas Martin avoided telling his friends about the trauma as he predicted 
they would not understand (what is the basis of this belief?), Louis’ friends 
were supportive when he decided to tell them about what had happened, but 
they still could not believe it.
Non- professionals (strangers)
Martin talked about disclosing his trauma to “complete strangers” in order 
to release the pressure. This helped him to achieve a temporary relief from 
PTSD symptoms. When Martin talked to strangers they did not feel he 
needed to protect them -  they were random people who did not know him 
and whom he believed never to meet again. Does it mean that with 
friends/family there was also an element of shame and fear of rejection that 
stopped him from telling them about the trauma on top of the need to protect 
them?
Professionals
Participants also differentiated between talking about the trauma with a 
therapist and talking about the trauma with a different professional, such as 
a GP. Taking about the trauma with a GP was experienced as a relief but did 
not bring about the change. Only talking about the trauma with a therapist 
was described as helpful in that it brought about the change. The difference 
was about how they spoke to these two groups about their traumas. Talking 
to non-therapists was experienced as less stressful, but at the same time, 
while talking to non-therapists, they only gave a brief overview of what had 
happened without discussing the details.
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“I  think it was more...it was more stressing really [talking about the 
trauma to a therapist]. Because I  roughly told my doctor what had 
happened, but obviously Lucy wanted me to go into more detail. So in 
that respect it was more stressful, really. ” (Louis, 392-395)
Professional support (therapist)
Participants learned or found out that in therapy they needed to talk about
their trauma in detail and analyse with their therapist what had happened.
Therapeutic setting was distinct in many respects from any other situation
when participants communicated about their traumatic experiences.
1. They felt that they could freely talk about their traumatic experiences 
without hiding the details. This seems to have helped to bring about the 
change.
2. Therapists were perceived by the participants as appropriately trained 
and experienced in working with trauma (the expert position). Unlike 
other people, therapists were assumed to have been knowledgeable and 
more understanding which not only gave the participants permission to 
talk about their most horrific experiences, but also encouraged them to 
disclose more information. Participants also felt that they did not have 
to protect their therapists -  this also gave them permission to open up.
3. Participants also believed that therapists knew how to prompt them to 
help them talk about their experiences and uncover information that 
was deeply covered in their unconsciousness (Martin). Therapy seemed 
to have been the only way to manage the traumatic memories.
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Traumatic memories do not erase themselves -  they need to be 
processed and this happened in therapy.
4. Moreover, the participants believed that the main role of the therapists 
was to help them -  not to judge them. When participants came to 
therapy, they immediately felt that someone understood them -  that for 
the first time someone was able to make sense of their experiences and 
describe those experiences exactly how they felt it. This gave them 
reassurance that they were in good hands (?) They also believed that 
they would not be able to achieve any change, had they not come to 
therapy.
Participants’ attitudes towards communicating about the trauma seem to 
have changed as the result of therapy. Martin was more willing to share his 
experiences with his family members and found it beneficial. Although 
Mary still did not feel comfortable to openly talk to her family and friends 
about her experiences, she was able to let her family know that she is in 
therapy and that this was something that she still needed.
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1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
y
3 Critically reviewing relevant literature and evaluating research methods y
4 Formulating specific research questions
5 Writing brief research proposals y
6 Writing detailed research proposals/protocols /
7 Considering issues related to ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
/
8 Obtaining approval from a research ethics committee y
9 Obtaining appropriate supervision for research y
10 Obtaining appropriate collaboration for research y
11 Collecting data from research participants y
12 Choosing appropriate design for research questions y
13 Writing patient inforniation and consent forms y
14 Devising and administering questionnaires
15 Negotiating access to study participants in applied NHS settings y
16 Setting up a data file y
17 Conducting statistical data analysis using SPSS y
18 Choosing appropriate statistical analyses y
19 Preparing quantitative data for analysis y
20 Choosing appropriate quantitative data analysis y
21 Summarising results in figures and tables y
22 Conducting semi-structured interviews y
23 Transcribing and analysing interview data using qualitative methods y
24 Choosing appropriate qualitative analyses y
25 Interpreting results from quantitative and qualitative data analysis y
26 Presenting research findings in a variety o f  contexts y
27 Producing a written report on a research project y
28 Defending own research decisions and analyses y
29 Submitting research reports for publication in peer-reviewed journals or 
edited book
30 Applying research findings to clinical practice y
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Abstract
The research to date does not provide a balanced account of 
women’s experience of marriage. Therefore, this exploratory study aimed to 
provide an account of married women’s subjective experiences o f marriage.
A qualitative perspective was employed in the study. Thematic 
analysis (Braun & Clarke, 2006) was chosen as the method as there was no 
current theory to base the results on and this method was accessible to 
researchers new to qualitative analysis. A purposive sample consisting of 
four Caucasian females were interviewed by the researchers using a semi­
structured interview schedule. To enable an open discussion to take place, 
the participants were asked to bring and describe an object which 
represented their marriage. The interview transcripts were analysed 
following the stages proposed by Braun and Clarke (2006).
The analysis revealed four main themes emerging from all four data 
sets: “symbolism”, “unity and togetherness”, “emotions and memories”, 
and “tradition and culture”.
The findings showed that the participants in the current study had the 
capacity to use objects as a representation of their marriage. This approach 
allowed themes to emerge from relatively short interviews, suggesting that 
the technique could be a useful approach for time-limited, exploratory 
research. It would be interesting to conduct a similar project with married 
men to determine if they use objects in a similar way. Study limitations and 
implications for future research were considered.
321
